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The competent supervision in the public interest of 
violent and unexplained deaths requires above all the 
guidance of regional physician investigators familiar 
with the community and trained to appreciate and pre- 
serve collateral evidence at the scene of a crime. Such a 
physician investigator should be concerned with the ac- 
quisition of medical evidence coordinated with other 
physical evidence, with the aim of establishing the true 
cause and manner of death; he should not be required 
to occupy himself with the interrogation of witnesses or 
with the designation of suspects. Courts of inquest are 
better handled by district court judges with professional 
training in the conduct of judicial hearings. Only 20,- 
000,000 of 150,000,000 citizens of the United States 
are presently served by medicolegal investigators who 
are physicians and who are not burdened with magis- 
terial functions. 

The second great requirement for a medicolegal in- 
vestigative system is the establishment of one or more 
central laboratories on a statewide basis capable of pro- 
viding the regional physician investigators with con- 
sultants and technical experts. Such a laboratory must 
include one or more medicolegal pathologists, toxicolo- 
gists, trace and firearm identification experts and pho- 
tography specialists, The expense of the laboratory can 
be minimized by combining the resources of a well 
equipped and well staffed metropolitan or state police 
laboratory with a medical school pathology department 
that includes in its staff at least one pathologist trained 
in the special problems of legal medicine. 

What can this combination of technical resources ef- 
fect in the interest of public safety and justice? It can 
bring about the exoneration of the innocent, prevent the 
nonrecognition of murder, provide soundly documented 
evidence for civil and criminal courts, protect against 
unrecognized fatal contagious disease, expose industrial 
health and safety hazards and provide priceless material 
for the study of the effects of injury and the effective- 
ness of treatment. 


AUTOMOBILE ACCIDENTS 

The commonest cause of violent death in this coun- 
try today is the automobile accident. Thirty-two thou- 
sand deaths were ascribed to this in 1948. When appre- 
hended, the driver of the vehicle at fault is arrested, and 
criminal proceedings are followed by civil court action 
or a financial settlement. Rarely in most of this country 
is the body of the victim examine@ to determine whether 
responsibility should be shared by or placed on the vic- 
tim because of his drunkenness, disease or medication. 


In one instance a 9 year old boy was run over by a trackless 
trolley and instantly killed. Witnesses of the accident stated 
that the boy crossed the street and walked indifferently into the 
path of the accelerating vehicle. Because of the apparent need- 
lessness of the accident, it appeared that the boy had not seen 
the vehicle, although his vision was apparently unobstructed. 
From relatives it was learned that three years before he was 
one of the first “cures” of tuberculous meningitis treated with 
streptomycin. With this in mind a careful autopsy was per- 
formed. There was found atrophy of the entire right occipital 
lobe of the brain that would produce left homonymous 
hemianopsia. Further details from witnesses showed that he 
was struck by the vehicle coming from his right. However, it 
could then be pointed out that if his head was partially turned 
to the left his right visual field would, therefore, be swung in 
front of him, and he could not have seen the bus until too late. 
In addition to his occipital lobe atrophy, there was a 3 cm. 
tuberculoma in the region of his basal ganglions. In this case 
society was served in two ways: the blame for the accident 
was shown not to rest entirely on the driver, and material 
was obtained to evaluate the effectiveness of the boy's previous 
therapy. 

In another instance the driver of a car in heavy downtown 
traffic was observed “to struggle” with the steering wheel of 
his car, which then went out of control, struck two other 
vehicles in the rear, plunged across a traffic circle and through 
a fence into an empty lot where it turned upside down and 
killed the driver. In the course of examining the documents 
found on the body of this man, a small daily expense notebook 
was found to contain an entry “Dilantin $2.50.” Death resulted 
from crushing injuries of the chest and throat. Examination of 
the head showed a dural cortical adhesion of the type that 
sometimes precipitates convulsive seizure. Once again the need 
for denying licensure for motor vehicle operation to epileptics 
was proved, 

At 10:30 a. m. a station wagon collided with another car 
on one of the main arteries leading into an eastern city. The 
driver of the first vehicle was killed instantly. At autopsy he 
was shown to have sustained multiple crushing injuries, and 
a sample of his blood analyzed for the alcohol content con- 
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tained 0.36 per cent. Many courts commonly accept 0.25 per 
cent as evidence presumably indicating drunkenness. Here the 
court could speedily fix responsibility for damages. 


Tragedy is constantly recurring because of the hit and 
run accident. The pedestrian wage earner is struck and 
killed, and the driver of the vehicle speeds away. No 
recompense for the family is possible. Diligent police 
work, combined with enlightened study of the body of 
the victim, will often solve these mysteries. Chips of 
paint are sometimes found on the clothing or in the tis- 
sues of hit and run victims, paint which can be com- 
pared with that on a suspected vehicle. Slivers of glass 
can be recovered from the surface or interior of a body 
and matched with a damaged headlamp lens. 


HOMICIDE 


The careful documentation of medical evidence may 
be decisive in establishing the guilt of a suspect. 


In an eastern city several years ago the body of a man 
clad in trousers, socks, shirt and unionsuit was found lying 
on the floor of his room in a lodging house. His face and upper 
neck were congested above the level of his necktie. The neck- 
tie had been tightened without disturbing its position beneath 
the collar and the free ends wound twice around the neck, 
ending in a small tight knot beneath his ear. There were few 
signs of struggle. From the landlady it was learned the middle- 
aged male victim was accustomed at intervals to bring home 
young men for the evening. She reported that during the night 
she had heard sounds suggesting that the lodger might be 
packing for a trip. After careful examination of the scene of 
death by the police under the supervision of the medicolegal 
investigator and after photographs were taken before disturb- 
ing the circumstances, the body was removed to a morgue and 
examined. Beneath the necktie, in the skin of the throat, 
there were two tiny lacerations penetrating only to the sub- 
cutaneous fat. In the musculature of the throat there were 
numerous small hemorrhages. The general findings were con- 
sistent with death by strangulation with the necktie ligature. 
Eighteen months later, after questioning of all known homo- 
sexuals, a teen-aged boy, an orphan, was apprehended. He had 
boasted to his friends that he had committed this crime, but 
none believed him. He freely admitted his guilt to the police 
and stated that, provoked by improper advances, he had seized 
the man by the throat and choked him into unconsciousness, 
then tightened and tied the necktie. Before leaving the room, 
he had made a single stab at the throat with a pair of scis- 
sors. The lacerations on the skin of the neck described in the 
autopsy protocol were | inch (2.5 cm.) apart and straddled the 
thyroid notch. One was a horizontal cut 0.3 inch (0.8 cm.) 
in length and the other 0.1 inch (0.25 cm.) in length. On the 
accuracy of such small points as these, justice often depends. 
The boy’s story was not imagined; the bruises on the muscles 
of the throat were consistent with manual strangulation, and 
the two cuts represented the two scissors’ points that he 
described. 


The nonrecognition of murder is a common occur- 
rence in the United States. This is an inescapable infer- 
ence derived from the statistics of jurisdictions where 
complete investigation of unexpected deaths is required. 
Many a victim of unwitnessed violence shows but minor 
injury or no wound. It has been said that approximately 
50 deaths due to violence not apparent externally are 
disclosed at autopsy annually in New York city by the 
medical examiner service. 

A young woman was rushed by taxicab to the accident ward 
of a metropolitan hospital. Her frantic husband said that he 
could not explain her death. They were attending a party when 
she suddenly became faint, sat down and became unconscious. 
Examination of this body disclosed no external injuries. In her 
dress pocket was the sum of $100. She was fully dressed ex- 
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cept for the absence of underpants. There was no hemorrhage 
from the vulva. Autopsy disclosed a three months’ pregnancy, 
a lacerated uterine endometrium and massive distention of the 
uterine veins, the vena cava and right heart with air. When 
confronted with the facts, the husband changed his story and 
led the police to the abortionist. 

A 28 year old woman was found dead in a wrecked apart- 
ment, sitting on the floor at the edge of a bed with her head 
resting on the bedspring. Throughout the apartment curtains 
had been ripped down, pictures smashed, potted plants torn 
apart, crockery smashed on the floor and drawers pulled out 
and overturned. The woman's paramour, with whom she lived, 
and the neighbors stated that she had gone beserk before 
and had done similar damage when drunk. The paramour 
reported the death to the police, stating that he came home 
and found her reeling about the place and that she had fallen 
on the floor in the bedroom, cutting her face on the broken 
crockery. Other than the lacerations of the face and a few 
faint bruises of the lower abdomen and thighs, no injuries 
were apparent. Here then was the death of a woman during 
a fit with a history of similar attacks accompanied with violent 
rage reactions. At autopsy, however, beneath the faint ab- 
dominal bruises there was extensive bleeding into the subcu- 
taneous fat. The peritoneal cavity contained 1,500 cc. of blood, 
and there were numerous contusions of the intestine, with loops 
of small intestine torn free from the mesentery. The superior 
mesenteric vessels had been severely lacerated near their 
origin. Such injuries are consistent with frequent kicking of the 
abdomen by a heavily booted foot. When confronted with these 
facts, the man admitted the attack. 


EXONERATION OF INNOCENT 


Beyond doubt exoneration of the innocent is the most 
important function of medicolegal investigation. 


In 1947 in a small city, police were called to an apartment 
where the dead body of a woman lay on the floor, while her 
husband sat in a chair holding his head in his hands moaning, 
“I must have killed her. I must have killed her.” He admitted 
that they had quarreled and that he had beaten her. The 
woman’s face showed numerous bruises and contusions, and 
there was a considerable pool of blood surrounding her head. 
The husband was taken to the police station, where he was 
booked on suspicion of murder. In this case the competent 
medicolegal investigator suggested to the police that they not 
be too hasty but await the results of an autopsy. Examination 
of the body showed no significant injuries and the presence of 
aspirated gastric contents throughout the respiratory tree. A 
blood alcohol determination was found to be 0.47 per cent— 
well within the lethal concentration range. By questioning a 
neighbor, it was disclosed that this man had sent the husband 
from the house to purchase a gallon of wine but that the 
husband had returned more quickly than expected, in time to 
surprise his wife in the act of marital infidelity. The matter 
had been discussed amicably over the jug of wine, and the 
beating had occurred following the departure of the neighbor. 
It was further disclosed that two fifths of whisky had been 
consumed by the three, in addition to the wine, in the space 
of four hours. We are confronted then with the picture of a 
wronged husband delivering a merited chastisement to his 
wife who had already consumed a lethal quantity of alcohol. 

In a small mill town there lived a family of Central Euro- 
peans. The menfolk were mill workers, the parents spoke little 
English. The chief of police was notified by neighbors of a 
fracas in the home. He arrived and found the husky son 
tussling with the father and, in fact, sitting on him in the 
bed. The son was known to the chief, having caused on oc- 
casion disturbances in town on a Saturday night. To the chief 
the father appeared bruised and beaten and unable to talk. 
The mother could speak no English. The son denied injuring 
the father but, nonetheless, was arrested and lodged in jail 
on a charge of assault and battery. Within the ensuing 12 
hours the father died, and the son was charged with murder. 
Autopsy of the body of the old man disclosed multiple old and 
recent cerebral infarctions, associated with an extremely severe 
degree of atherosclerosis of the cerebral arteries. Injuries con- 
sisted of superficial contusions only. Subsequent questioning of 
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the mother by a sympathetic interpreter disclosed that the son 
had been trying to restrain his father who, because of mental 
confusion, had been stumbling around the house and injuring 
himself. Local bias was curbed by impartial medicolegal 
investigation. 

One sunny afternoon after school a 9 year old girl seated 
on a stool at a drugstore counter was observed suddenly to 
fall or slump to the floor. She was dead before a physician 
could reach her. One observer said that she fell from the 
stool and hit her head; another that she hopped down, took 
a step or two and collapsed. Grave suspicion fell on the 
druggist that he had been guilty of gross negligence in leav- 
ing poisonous drugs within reach of children. The child’s body 
showed no external injury. Postmortem examination of the 
chest, abdomen and brain of this child showed no disease or 
injury. As a matter of routine practice, the neck organs were 
removed with careful attention toward preserving intact the 
carotid vessels for the benefit of the embalmer. Lodged in the 
larynx and upper trachea, with the stem protruding above the 
vocal cords, there was a collapsed red rubber toy balloon. The 
child had probably been chewing on the balloon and possibly 
through forced inspiration in sneezing or coughing had as- 
pirated the balloon, which by reason of its lodgment beneath 
the vocal cords became a ball valve preventing breathing. 
If this death had not been investigated by thorough autopsy, 
to this day the druggist would lie under the shadow of sus- 
picion, even though toxicologic studies proved negative. 


PUBLIC HEALTH AND SAFETY 


The role of the medicolegal investigator as a protector 
of public health and safety is a constantly recurring 
one, whether death occurs in the home, on the street or 
at the place of work. The sudden death of one child in 
a family may be the first indication that virulent con- 
tagious disease is present not only in the body of the 
victim but in the survivors. The heavy cold of an older 
child ending in unexpected death may well be malignant 
diphtheria. Grandfather with his “smoker’s cough” that 
he has had for years has a sudden hemoptysis and dies. 
Postmortem findings of bilateral pulmonary tuberculosis 
with cavitation may save the lives and health of the 
children. 

Within the year in Massachusetts five deaths in homes 
have resulted from improper combustion in gas refrig- 
erators. In about five years in New York city approxi- 
mately 30 deaths have been ascribed to the same cause. 
Here is an example of silent secret death, usually killing 
in the nighttime, due to a correctable cause. A mason 
working in cold weather on the framework of a steel and 
concrete building collapsed and died. High among the 
steel beams he was spreading concrete beneath a canvas 
tent heated by a small “salamander” stove, a charcoal 
brazier known for centuries as a source of carbon mon- 
oxide. Samples of this man’s blood showed a high level 
of carboxyhemoglobin. In most of the United States, 
such a death is blithely certified as due to corenary dis- 
ease and the truth is never known. 


In a gelatin plant a worker disappeared from the night shift. 
By morning light his body was observed floating among the 
scraps of hide in a giant vat of lime water. Above the vat 
ran catwalks equipped with double railings. How did this man 
die? Was it by the violent act of another? On his forearm was 
tattooed a swastika. Was the catwalk inadequately protected? 
His record showed no ill health. Deep in his second order 
bronchi were lodged chunks of hide and bacon rind. He was, 
therefore, breathing in the vat and drowned. Over the surface 
of his cerebral hemispheres were many tough fibrous scars 
from dura to cerebral cortex—excellent triggers for a general- 
ized convulsion—adequate cause for a fall from the catwalk. 
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MATERIAL FOR STUDY 

Under a law of adequate scope nearly 20 per cent 
of all deaths are of obscure cause or are clearly due to 
violence and warrant, therefore, medicolegal investiga- 
tion. With a competent medicolegal pathologist avail- 
able much can be learned to correct errors in diagnosis, 
to improve treatment and to disclose the manifestations 
of early disease in those who die by violence. Better 
than anyone else the medicolegal pathologist can correct 
the errors of the surgery of trauma. The neurosurgeon 
faced with the dilemma of whether to explore can learn 
from the autopsy of a single case facts that may guide 
his entire subsequent career. For example, an elderly 
woman sustained a head injury. Bitemporal exploration 
showed only bulging of the brain. Those who saw the 
autopsy will not again miss the correctable condition. 
In the longitudinal cerebral fissure between the medial 
surfaces of the two hemispheres lay a large subdural 
hematoma. 

Not alone by helping with a single clinical problem 
does the competent medicolegal pathologist contribute 
to medical progress. The lifetime of work of Dr. Timo- 
thy Leary, of Boston, is a splendid example of medico- 
legal contribution. He was the first to explain the or- 
ganization of the chronic subdural hematoma. Known 
throughout the world are his studies on atherosclerosis. 
This year shortly before his eightieth birthday he com- 
pleted a stimulating study of the intraepithelial choles- 
terol of benign and malignant tumors. It is such a happy 
coincidence of a man with talent with access to material 
and the skill to teach that I recommend to you. 

Three states, Massachusetts, Maryland and Virginia, 
have centralized laboratories for the medicolegal inves- 
tigation of deaths. These, together with Maine, New 
Hampshire, Connecticut, Rhode Island and several cities 
and counties of other states, comprise a total of 20,000,- 
000 citizens served by systems in which the investigator 
is at least a physician. Only by our indifference and 
inertia will the other 130,000,000 people remain inade- 
quately served. 


ABSTRACT OF DISCUSSION 


Dr. Louis J. REGAN, Los Angeles: In all or most of the 
jurisdictions of 41 of the 48 states, the coroner is not required 
by law to be a physician. Even in many of the large metro- 
politan areas, neither medical nor legal qualifications are re- 
quired of one seeking the office of coroner. In many counties 
across the land, the local mortician is the coroner. As of 
today, in some large population centers a physician is not 
called to view, in fact is not permitted to view, the dead body 
at the scene of an apparent homicide. The importance of the 
topic, violent or sudden and unexpected death, is not generally 
or sufficiently recognized. The marked lag in this respect, so 
far as the public is concerned, is not surprising because the 
vital importance of the trained medical investigator, the forensic 
pathologist, is apparently not yet appreciated by the medical 
profession—and this is due to the failure of the pathologist to 
accept his responsible leadership to inform the profession, the 
politicians and the public. Twenty per cent of all deaths in the 
United States result from violence or occur unexpectedly from 
obscure causes. Each year about 300,000 such deaths occur. 
When death takes place at work or in a traffic crash, it is 
readily assumed that it is an instance of accidental death, 
while a medicolegal investigation may reveal a natural cause 
and thereby place the seemingly violent death in its true causal 
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relation. From the insurance standpoint decisive proof in these 
cases is of vital importance. In some cases external circum- 
stances may give rise to suspicion of a criminal act that will 
subsequently be proved unfounded. On the other hand, the 
possibility must never be overlooked that behind a fatal disease 
that apparently runs a natural course there may be concealed 
a crime. Each year 13,000 to 14,000 murders are officially 
recognized, one murder each year for every 10,000 living per- 
sons. From past experience, it must be anticipated that over 
250,000 persons now alive in the United States will be victims 
of homicide. Since, in many localities, the investigation of 
violent or obscure deaths is insufficient, the number of murders 
that actually take place or the number of deaths due to acci- 
dent, suicide or natural causes that are erroneously attributed 


_. to murder cannot be estimated. Only when an autopsy is of 


medicolegal importance is it likely to have an immediate and 
direct effect on the life, liberty or property of -some person. 
This being true, it is strange that only when an autopsy is per- 
formed in the interest of justice is it entrusted, in many in- 
stances, to someone lacking proper qualifications for its 
conduct. A model state medicolegal investigative system has 
been suggested and some essentials have been referred to by 
Dr. Ford. An outline of a model law setting up adequate 
technical staffs to replace elective county coroners is being 
prepared as a joint report of the American Academy of Foren- 
sic Sciences, the American Medical Association and the Na- 
tional Municipal League. Much of the work in the preparation 
of this document has been done by Dr. Ford, as chairman of 
a committee of the National Municipal League. Medical sci- 
ence participates less effectively in the administration of justice 
in the United States than it does in any comparable civilized 
country in the world. It is encouraging that a pattern of pro- 
gress has been shown in certain localities where the medical 
examiner system has been adopted. 


Dr. ALVIN G. FoorD, Pasadena, Calif.: An enormous prob- 
lem is involved if we are to have a medical examiner system. 
As of today we do not have enough places where we have 
men who can train to ‘be good medical examiners, provided 
they like that kind of work. Needless to say, many men do not 
care to go into this type of work, and perhaps many in this 
audience fall into this group. At Harvard, Dr. Ford tells me, 
they have places for only four men, and there are many medi- 
cal schools that make no attempt to teach medicolegal work. 
In some schools this results because of the system that does 
not allow their pathologist to handle coroner’s cases. In our 
county recently we had an arrangement with the coroner’s 
office whereby the residents in pathology in the county hos- 
pital spent part of their time in the corner’s office observing 
and helping with the work. But the budget was cut and bingo! 
went that very good program. I think, however, that most of 
us working in hospitals in areas where there is a coroner's 
system should get permission from the nearest to kin of 
patients who die in our hospitals for an autopsy to be done 
and assist the coroner’s physician in conducting the necropsy. 
The cost of a medical examiner system, or the cost of any 
coroner system with adequate autopsies, is enormous. In our 
county, for instance, the coroner’s office handles over 5,000 
dead a year. Many of these die unattended by physicians, 
many from accidents and a much smaller number from homi- 
cide. I do not know how we are ever going to pay for all this 
work; I think it has to come gradually. We cannot do it by 
changing overnight to a medical examiner system even if there 
are competent medical examiners to hire. We all have to think 
things out and see what we can do in our own home state. 
Merely saying we should have a medical examiner system, 
without preparing the background in our schools and hospitals 
for training the men to do this type of work, is not sufficient. 


Dr. Jacop WeRNeE, New York: It is proper that this Section 
be concerned with the failure of many county units to utilize 
such facilities as Dr. Ford’s department provides. I agree with 
Dr. Regan that pathologists individually, and our organizations, 
are at fault in not giving sufficient publicity to the incompe- 
tence that characterizes much of the medicolegal investigation 
of sudden and suspicious deaths, and to the ease with which 
this defect can be remedied. While it is true that facilities for 
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formal training in legal medicine are very limited; I believe 
that anyone well grounded in the fundamentals of pathologic 
anatomy, with reasonable experience in the practice of pathol- 
ogy, can soon become proficient in this field. Wherever there 
is situated a well organized and competently directed patho- 
logic laboratory, there exists the nucleus for the development 
of a satisfactory medicolegal system. In the smaller jurisdic- 
tions integration of such a system might well be made with 
hospital or health department laboratories. In larger jurisdic- 
tions budgetary restrictions may make it advisable for the 
medicolegal pathologist to utilize existing personnel and facili- 
ties. While the medical examiner or coroner’s physician may 
permit pathologists in his community to share the abundant 
and useful material of his office, his scientific and legal re- 
sponsibilities require that he maintain complete control over 
this material at all times. Furthermore, though he is a govern- 
ment official, he should not be regarded as an agent of the 
police or the district attorney. Not infrequently his investi- 
gation will serve to acquit the unjustly accused. The medico- 
legal pathologist can function in the interests of public safety 
only if he is independent as well as competent. 


Dr. S. MILTON RaBsON, Fort Wayne, Ind.: I was associated 
with the New York Medical Examiner’s Office for a short 
time, and now I am doing general pathology in a midwestern 
city where we have the coroner system. Last year I investigated 
medicolegal systems in Western European countries. As a re- 
sult, I want to emphasize what Dr. Werne advocated, the 
separation of the investigating department, the medicolegal 
department, from all other branches of the government. I have 
seen otherwise excellent medicolegal systems, for example, the 
one in Sweden, which does splendid investigation, but it is all 
dependent on the police. A medical examiner in Stockholm 
told me he gets things done because he knows the police inti- 
mately, but he admitted that if he were not friendly with several 
police officials his work would be seriously handicapped. In 
other words, it is up to the police to call in a medical exami- 
ner, and if the policeman is not well trained there could be 
serious handicaps. I agree that basic training in pathologic 
anatomy is the prime requisite. However, I would like to 
remind you that too often the pathologic anatomist in general 
hospital practice feels that he has to give an answer. He has 
been accustomed to working with the bodies of patients who 
have been in the hospital for some time and, as a result, 
usually it is not difficult to arrive at the cause of death, at least 
one that will satisfy the attending physician. But in legal medi- 
cine that is not always possible, and too often the general 
pathologist goes through a mental trapeze stunt to arrive at a 
diagnosis; what he really does is “to ball things up” instead 
of straightening them out. If he would frankly say, “I do not 
know,” and save the whole organs for further investigation, I 
would then feel that the general pathologist had the makings 
of a competent medicolegal adviser. 


Dr. RICHARD Forpb, Boston: A good pathologist would make 
a good medical examiner, but only if he is conscious of the 
special problems of the field of legal medicine. And, con- 
versely, there is no such thing as a complete medical examiner 
who is not a good pathologist. 


Headache.—In headache there is a characteristic intangibility. 
It comes on, it leaves, and is forgotten. Even its precise loca- 
tion is not usually remembered. It is indescribable in the sense 
that words do not correctly assess its qualities. Such descriptive 
prefixes as splitting, roaring, terrible, cutting, piercing, deaden- 
ing, sickening, though real to the sufferer at the time, convey 
little meaning to the observer. Furthermore, it tends to occur 
with monotonous regularity in the neuroses, psychoneuroses 
and psychoses. It is a common finding that even an 
intense headache may disappear under the stimulus of a new 
thought, excitement or action. . . . The process is “cure by 
auto-evasion.” Headache is side-stepped through the nervous 
energy coursing into a new channel and thereby evading the 
cleavage which reduces the potential—John Bostock, The 
“Trap” Headache, Medical Journal of Australia, Jan. 13, 1951. 
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PENICILLIN LEVELS IN THE BLOOD 


SIGNIFICANCE OF TYPE OF PREPARATION, 
DOSAGE, KIDNEY FUNCTION AND WEIGHT 


A. Benson Cannon, M.D.* 
Meyer H. Slatkin, M.D. 
Benjamin Chester, M.D. 


and 


Rosalind Moses, B.S., New York 


During the past few years there has been striking 
progress in the development of penicillin preparations 
that are slowly absorbed and whose therapeutic effect 
is thereby prolonged. The aim has been to obtain a 
preparation that will give effective and prolonged con- 
centrations of penicillin in the blood serum with infre- 
quent injections. This is particularly desirable in the 
case of ambulatory patients, such as those being treated 
for syphilis. 

The purpose of this study was, first, to compare the 
efficacy of the various penicillin preparations as they 
became available and, second, to evaluate the influence 
of kidney function and the relationship of dose to weight 
on the height and duration of penicillin levels in the 
blood serum. 


This study represents the first stage of an over-all 
evaluation of penicillin in the treatment of syphilis as 
part of our continuing syphilis research program. 


Although no criterion has been established for the 
effective blood level of penicillin in the control and 
cure of the disease, it is the only direct yardstick by 
which one can measure the efficiency of the many prep- 
arations being put on the market. Until this can be 
correlated with long term clinical results, it is desirable 
to ascertain what can be expected from available 
mediums in terms of their ability to produce and main- 
tain in the blood serum demonstrable quantities of peni- 
cillin and, in addition, to evaluate other factors that 
may influence this result. 


Since our first publication on this subject,’ we have 
studied 27 commercial preparations of penicillin in 
various absorption-delaying vehicles. These prepara- 
tions were classified into five groups: 


1. Crystalline penicillin in oil and wax: In this group the 
preparation mainly used contained crystalline penicillin G 
potassium in peanut oil with 4.8 per cent white wax (Romansky 
type formula). Some of the preparations contained crystalline 
penicillin G sodium or calcium. In other preparations the 
vehicle contained suspensions of the above penicillins in sesame 
or cotton seed oil containing 4.8 per cent white wax. Seven 
different commercial preparations were used. 


2. Crystalline penicillin G procaine in oil: In this group 
six products were tested, and these contained crystalline peni- 
cillin G procaine in either sesame oil or peanut oil. 


3. Crystalline penicillin G procaine in oil containing 2 per 
cent (W/V) aluminum monostearate (macronized particles): 
Four preparations were used. The formulas contained crystal- 
line penicillin G procaine in peanut oil or sesame oil, with 2 
per cent (W/V) aluminum monostearate (macronized particles). 
In one preparation, pectin was added to the above formula. 


4. Crystalline penicillin G procaine in oil containing 2 per 


cent (W/V) aluminum monostearate (micronized particles): 
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Seven preparations were tested. The preparations contained 
crystalline penicillin G procaine in peanut oil or sesame oil, 
with 2 per cent (W/V) aluminum monostearate (micronized 
particles). 

5. Crystalline penicillin G procaine in isotonic saline solu- 
tion: Three preparations were tested. These consisted of 
crystalline penicillin G procaine prepared for aqueous injections. 


Six hundred and twenty-eight patients, male and 
female, Negro and white, ambulatory and hospitalized, 
were given these penicillin preparations. The ages 
ranged from 16 to 70. A total of 3,683 serum con- 
centrations for penicillin were determined. The major- 
ity of the patients were being treated for syphilis, but 
some were under treatment for other diseases. 


METHOD 


Injections were given intramuscularly in doses of 300,000, 
600,000, 900,000 and 1,200,000 units into single areas. The 
concentration of penicillin used was 300,000 units per cubic cen- 
timeter. Therefore the amount injected varied from 1 to 4 cc. 
The site of injection was the upper outer quadrant of the 
buttock, the sides being alternated with each injection of peni- 
cillin. For determination of the blood serum concentration of 
penicillin, 10 cc. of blood was taken at predetermined intervals 
following each injection. Levels were determined by a modi- 
fied Kirby-Rantz method,? in which the least assayable amount 
of penicillin is 0.0125 unit per cubic centimeter. The patient's 
serum specimens were assayed with the use of a twofold serial 
dilution, in which the inhibition of the growth of C203 Strepto- 
coccus pyogenes was the end point. Crystalline penicillin G 
sodium was used as a standard. Thus the highest dilution of 
the patient’s serum that inhibits the growth is a measure of its 
penicillin content in units per cubic centimeter of penicillin. 


Early in the study, it was found that there were wide 
variations of penicillin serum levels among different 
patients who were given the same doses and the same 
products. It was further noted that private patients 
treated in the office of one of us (A. B. C.) had con- 
sistently higher levels than those patients treated in the 
clinic. This observation led to investigation of the 
effect of kidney function on the height and prolonga- 
tion of blood levels. 


The patients were weighed before treatment. The number of 
units of penicillin per pound (0.5 Kg.) of body weight for 
each injection was computed. The patients were then arbitrarily 
divided into three groups: those receiving 1,000 to 3,000 units 
of penicillin per pound of body weight; those receiving 3,000 
to 6,000 units per pound of body weight, and those receiving 
above 6,000 units per pound of body weight. Kidney function 
was determined with the Fishberg urine concentration test. 


COMMENT 
In this study, our primary purpose was to determine 
what blood levels of penicillin would be reached after 


single injections of various types of preparations and 
how long these levels would be maintained and, also, 


* Dr. Cannon died Nov. 27, 1950. 

From the Department of Dermatology, Vanderbilt Clinic and the Col- 
lege of Physicians and Surgeons. 

The preparations used in this study were supplied by the Commercial 
Solvents Corporation, New York, and the Premo Pharmaceutical Labora- 
tories, Inc., South Hackensack, N. J. 

1. Cannon, A. B.; Lindstrom, K.; Bradley, D. F.; Slatkin, M. H., and 
Moses, R.: Penicillin in Sesame Oil and Wax: Observations on Delayed 
Absorption in 65 Patients, J. Invest. Dermat. @: 255, 1947. 

2. Kirby, W. M. M., and Rantz, L. A.: Methods of Measuring Peni- 
cillin Concentrations in Body Fluids, J. Bact. 48: 603, 1944. 
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how often the various types of penicillin products should 
be injected to maintain continuous effective blood levels 
in the treatment of syphilis. Eagle, Magnuson and 
Fleischman * have shown in their study of syphilis in 
rabbits that therapeutic efficacy depends on the main- 
tenance of an effective blood level of penicillin for a 


UNITS PER 


A B 
Chart 1.—Blood levels attained in a patient with: A, injections of 
1,000,000 units of penicillin in oil and wax, given at intervals of one to 
three days; B, injections of 1,200,000 wnits of penicillin G procaine with 
aluminum monostearate (micronized particles), given twice a week and 
once a week. Dots indicate blood levels obtained and injections given. 


specified period. We have arbitrarily chosen 0.05 unit 
per cubic centimeter for this study, since, in the absence 
of an established standard of minimum effective levels, 
it seemed safer to set a higher figure than has been pro- 
posed by other investigators. 

The various products within each group may give 
wide variations in blood levels in the same patient. 
Some products produced a consistently lower or higher 
blood level than did other products in the same group. 
In general, however, with every product tested, a larger 
dose produced a higher and more prolonged level, but 
increasing the dose did not increase or prolong blood 
levels proportionately. 


UNITS PER CCe 
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Chart 2.—High blood levels maintained in a patient when injections of 
1,200,000 units of penicillin G procaine with aluminum monostearate 
(micronized particles) were given twice a week. Dots indicate blood levels 
obtained 


Crystalline Penicillin in Oil and Wax (Group 1).— 
On 198 patients, 1,921 determinations were performed. 
With a dose of 300,000 units, the average level at 24 


3. Eagle, H.; Magnuson, H. J., and Fleischman, R.: The Effect of the 
Method of Administration on the Therapeutic Efficacy of Sodium Penicillin 
in Experimental Syphilis, Bull. Johns Hopkins Hosp. 79: 168, 1946. 
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hours was 0.009 unit per cubic centimeter, with only 
14.7 per cent of the levels above 0.05 unit. Increasing 
the dose to 600,000 units produced an average level at 
24 hours of 0.055 unit per cubic centimeter, with 39.6 
per cent of the levels above 0.05 unit. A dose of 
1,000,000 units produced an average level at 24 hours 
of 0.113 unit per cubic centimeter and increased the 
per cent of levels above 0.05 unit to 70.4 per cent. 
Beyond 24 hours, increasing the doses does not give 
appreciable increase in percentage of blood levels above 
0.05 unit per cubic centimeter. If prolonged blood 
levels are desired when penicillin in oil and beeswax 
is used in doses of 300,000 units, injections must be 
given at least at 12 hour intervals. In doses of 600,000 
units or larger, the interval may be increased to 24 
hours. 


In many of our patients, injections of 600,000 units 
or more produced blood levels in the vicinity of 0.1 to 
0.2 unit. These levels were maintained as long as the 
above doses were given at 24 hour intervals. In an 
occasional case, no measurable level was produced when 
these schedules were followed. Even after satisfactory 
blood levels had been maintained for four or five days 
with 24 hour injection intervals, changing the interval 
to 48 or 72 hours produced a sharp drop in the blood 
level curb. 


uNITS PER CC. 
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Chart 3.—Blood levels obtained in a patient with injections of 600,000 
and 900,000 units of penicillin G procaine with aluminum monostearate 
(micronized particles), given at intervals of two and three days respectively. 
To determine the height and duration of the blood level after the patient 
received a single dose, estimations were made daily for four days after 
the first injection. Dots indicate blood levels obtained. 


Crystalline Penicillin G Procaine in Oil (Group 2).— 
Two hundred and ninety-one blood level determinations 
were performed on 63 patients. On the same dosage 
schedule, penicillin procaine produced more prolonged 
levels than those produced by penicillin in oil and 
wax. With a dose of 300,000 units, the average blood 
level at 24 hours was 0.17 unit, with 100 per cent of 
the levels above 0.05 unit per cubic centimeter. With 
the same dose penicillin in oil and wax gave higher 
blood levels at six and nine hours. At 24 hours, how- 
ever, penicillin procaine gave much higher levels than 
penicillin in oil and wax (600,000 units penicillin pro- 
caine = 0.196 unit per cubic centimeter) with 92.9 
per cent of the levels above 0.5 unit per cubic centi- 
meter, as compared with penicillin in oil and wax, 
which gave 0.055 unit per cubic centimeter, with 39.6 
per cent of the levels above 0.05 unit per cubic centi- 
meter). In other words, the peak with penicillin pro- 
caine was delayed but prolonged. 

Six hundred thousand units of penicillin procaine 
given at 24 hour intervals produced a much higher 
continuous level than was produced when penicillin in 
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oil and wax was used in the same dosage. With peni- 
cillin procaine a continuous blood level may be main- 
tained with injections of 300,000 units daily. With a 
dose of 900,000 units, penicillin procaine at 24 hours 
produced blood levels of 0.7 unit, 0.2 unit at 48 hours 
and 0.07 unit at 72 hours in 100 per cent of the de- 
terminations. Because of these findings, we have treated 
a large group of our patients with the early manifesta- 
tions of syphilis on the following schedule: 600,000 
units on Monday and Wednesday and 900,000 units on 
Friday. This schedule maintained continuous blood 
levels in all the cases. Later preparations gave even 
better results, as will be discussed in turn. 


Crystalline Penicillin G Procaine in Oil, Containing 
2 Per Cent (W/V) Aluminum Monostearate (Macro- 
nized Particles) (Group 3).—There were 120 patients 
(449 blood level determinations) for whom this group 
was used. There was no significant difference between 
this product and plain procaine penicillin. There was 
very little variation among the four products used. The 
addition of pectin in one product did not seem to affect 
the prolongation time. 


100) 
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Chart 4.—Percentage of patients maintaining blood levels above 0.05 
unit per cubic centimeter on a dosage of 600,000 units of penicillin pro- 
caine with aluminum monostearate (micronized particles) daily, the group 
with normal and that with abnormal results of Fishberg urine con- 
centration tests being contrasted. Black bars represent patients with ab- 
normal readings, and white bars represent those with normal readings. 


Crystalline Penicillin G Procaine in Oil, Containing 
2 Per Cent (W/V) Aluminum Monostearate (Micro- 
nized Particles) (Group 4).—This group comprised 208 
patients (890 determinations). The preparations gave 
more prolonged penicillin blood levels with each dose 
than the other products tested. It is of interest to note 
that there were variations among the seven brands 
tested, as well as variations in the blood levels among 
the different lot numbers tested of the same brand. 

The following average blood levels were obtained 
with doses of 1,200,000 units: at six hours, 0.6 unit 
per cubic centimeter; 18 hours, 0.4 unit; 24 hours, 
0.4 unit; 48 hours, 0.37 unit; 72 hours, 0.2 unit; 96 
hours, 0.133 unit; 120 hours (five days), 0.12 unit; 144 
hours (six days), 0.037 unit, and 240 hours (10 days), 
0.014 unit. With a dose of 1,200,000 units, we obtained 
blood levels above 0.05 unit per cubic centimeter in 100 
per cent of the cases at 72 hours and in 95 per cent of 
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the cases at 96 hours; from then on there was a gradual 
decrease in the percentage of levels until at the end of 
seven days 14 per cent of the levels were above 0.05 
unit. However, 87.5 per cent of the determinations 
showed perceptible levels at the end of seven days and 
40 per cent at the end of 14 days. 


UNITS PER CC. 


DAY 


Chart 5.—Blood levels in a patient who received 600,000 units of peni- 
cillin G procaine for aqueous injection, at intervals of one to three days. 
Failure to maintain levels for more than 24 hours is illustrated. Dots indi- 
cate blood levels obtained and injections given. 


As a result of these findings, all our schedules for the 
treatment of syphilis have been revised. At present we 
are treating all patients with syphilis with doses of 
1,200,000 units exclusively, at first twice a week and 
later once a week, varying the total amount according 
to the type of the disease. Blood level determinations 
have been carried out consistently on all our patients, 
and with these schedules consistently high and pro- 
longed levels of penicillin in the blood have been 
maintained. 

Crystalline Penicillin G Procaine for Aqueous Injec- 
tion (Group 5).—One hundred and thirty-two levels 
were determined in 39 patients. At 24 hours, the levels 
were comparable to those in groups 2, 3 and 4. This 
product cannot be depended on to give significant blood 
levels after 24 hours. 
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Chart 6.—Average blood levels achieved on a dosage of 600,000 units of 
procaine penicillin with aluminum monostearate «(micronized particles) 
daily in patients with abnormal and with normal Fishberg urine con- 
centration tests. Unbroken lines represent patients with abnormal read- 
ings, and broken line represents those with normal readings. 


Duration of Blood Levels in Each Group.—The fol- 
lowing table gives the average length of time for which 
a blood level of 0.05 unit per cubic centimeter or above 
was maintained on each dosage with the various groups 
of products employed. 
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Relationship of Kidney Function to Blood Levels.— 
The patients were divided into normal and abnormal 
groups, according to the results of the Fishberg 
concentration test for kidney function. The average 
blood levels were determined for each group. In the 
abnormal group the average was consistently higher and 
the levels were more prolonged, regardless of the dose 
or the product used. We consider this an important 
finding. 

Relationship of Dose to Blood Levels.—In general, 
it was found that 1,000 to 3,000 units per pound of 
body weight gave lower blood levels than those between 
3,000 to 6,000 units per pound of body weight. When 
more than 6,000 units per pound of body weight was 
given, the levels were not significantly increased. 

Reactions. —We have not seen any reactions, local 
or generalized, that were severe enough to cause therapy 
to be discontinued. We have seen the usual reactions 
following penicillin therapy, such as urticaria or vesicu- 
lar eruptions of hands and feet. Penicillin in oil and 
wax produced hard nodules in a number of patients. 
The patients frequently complained of pain on injection. 
Some difficulty was encountered in withdrawal of peni- 


Duration (Hours) of Blood Levels of 0.05 Unit 
Per Cubic Centimeter or Above 


Doses in Units 
— = 


Group “300,000 600,000 900,000 1,200,000" 
66 56 76 
51 62 66 70 
61 88 120 158 


cillin in oil and wax from the ampul and injection of 
this material due to clogging of the needles. We over- 
came this by using a 16 gage needle for withdrawal of 
penicillin from ampuls, using a 19 gage needle for 
injection, heating the penicillin to body temperature and 
using the following technic of injection: After inspec- 
tion of the bore of the needle against a light to insure 
that it was patent, the needle without the syringe was 
inserted into the buttock. After inspection for bleeding 
through the needle, the warmed syringe containing the 
penicillin was attached to the needle. Aspiration was 
attempted, followed by injection. One cubic centimeter 
of air was injected before the needle was withdrawn. 

The patients showed a strong preference for the pro- 
caine preparations. They had little or no pain on or 
after injection, and local reactions were extremely rare. 
We have the impression that generalized manifestations 
such as urticaria are much less frequent than with the 
use of other types of penicillin preparations. No evi- 
dence of procaine sensitivity was encountered. 

At times, a great deal of difficulty was encountered 
in the use of aqueous penicillin procaine preparations. 
This was due to clogging of the needles, which occurred 
during the process of injection. 

Relation to Treatment Schedules.—As has been men- 
tioned, the present study is a part of our syphilis 
research program, and our findings have been applied 
chiefly to the treatment of that disease. For this pur- 
pose, an initial high peak of penicillin concentration 
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in the blood is apparently unnecessary. However, it has 
been our opinion from the beginning that more pro- 
longed and intensive penicillin therapy is indicated in 
treatment of syphilis of all types than has been gen- 
erally advocated. For early syphilis, we give two weekly 
injections of 1,200,000 units each for three weeks 
(7,200,000 units total) to six weeks (14,400,000 
units), the length of time depending on the duration of 
infection and the height of the serologic titer at the be- 
ginning of treatment. For later manifestations of syph- 
ilis we begin with two weekly injections of 1,200,000 
units each and later decrease to one injection a week, 
the maximum total dose of 57,600,000 units over a 
period of 32 weeks being given to patients with dementia 
paralytica. More detailed accounts of these treatment 
plans and their results will be given in subsequent 
papers on the therapy of the various forms of syphilis, 
now in preparation. 

For the treatment of diseases in which initial high 
peaks are desirable, it might be advisable to use crys- - 
talline penicillin G in aqueous solution, as this is most 
quickly absorbed and excreted, or combinations of this 
preparation with newer delayed absorption products 
that are now available. 


CONCLUSIONS 

Impaired kidney function as shown by the Fishberg 
concentration test produces higher and more prolonged 
penicillin blood levels. We suggest that in order to 
arrive at a base line for comparison of the various peni- 
cillin products, this factor should be considered. 

It is suggested that the dosage of repository peni- 
cillins be adjusted so that the patient receives at least 
3,000 to 6,000 units per pound (0.5 Kg.) of body 
weight. 

It was found that the efficacy of various delayed 
action penicillin preparations in prolonging the peni- 
cillin blood levels was in the following order: (1) 
penicillin procaine with aluminum monostearate (micro- 
nized particles), (2) penicillin procaine with 2 per cent 
aluminum monostearate (macronized particles) and 
penicillin procaine in oil, (3) penicillin procaine in 
aqueous solution and (4) penicillin in oil and wax. 


Principles of Lymphoma Therapy.—The only aim of lymph- 
oma therapy, however pessimistic it may sound, is the control 
of the patient’s symptoms to insure as long and as happy a 
life as possible. Any attempt to “burn” the disease out of the 
patient is not only doomed to failure on theoretical as well as 
practical grounds but will invoke a series of complications that 
are more distressing than the disease itself. Although there are 
still grounds for debate, our experience has dictated the thesis 
that “specific” therapy is to be reserved for the patients with 
active disease. There is evidence that some of the lymphomas, 
particularly chronic leukemia, giant follicular lymphoma and 
occasionally even Hodgkin’s disease, may remain quiescent 
for months or even years without therapy. In view of the fact 
that these periods of quiescence may equal or exceed the aver- 
age duration of the induced remission, and in view of the fact 
that treatment is not curative, there is little reason to initiate 
treatment in the absence of activity of the disease process.— 
M. Block, M.D., and L. D. Jacobson, M.D., Management of 
the Lymphomas, Medical Clinics of North America, Janu- 
ary 1951. 
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CARCINOMA OF ESOPHAGUS 
AND GASTRIC CARDIA 


John H. Gibbon Jr., M.D. 
Frank F. Allbritten Jr., M.D. 


and 


John Y. Templeton Ill, M.D., Philadelphia 


Malignant lesions occur more frequently in the 
esophagus than in any other portion of the alimentary 
tract, with the exception of the stomach, colon and 
rectum.' In the past 15 years a suitable operation for 
the radical cure of cancer of the esophagus has been 
developed, with simultaneous reestablishment of the 
continuity of-the alimentary tract. The modern opera- 
tion is radical, is performed in one stage and permits 
normal alimentation a few days after operation. The 
average life expectancy of both men and women is 
increasing, so that more persons reach the cancer age 
group.” There will be, therefore, an increasing number 
of persons developing cancer of the esophagus, for 
whom surgery can now offer a reasonable chance 
of cure. 

There have been relatively few reports of the surgical 
treatment of iarge series of patients with cancer of the 
esophagus. Most series have included cancer of the 
cardia of the stomach because it presents a similar 
surgical problem. Total gastrectomies, with anastomoses 
of the jejunum to the esophagus in the thorax, are often 
included. Many articles have appeared dealing with 
technical advances in the operative procedure, report- 
ing only one or a few cases. A number of reports deal 
primarily with the adenocarcinomas of the stomach 
rather than with the squamous cell carcinomas of the 
esophagus. 

Recent reports of series of total gastrectomies are 
those of Kremen,* Scott and Longmire * and Lahey.* 
Kremen in 1948 reported five total gastrectomies for 
cancer of the stomach through a thoracoabdominal 
incision, with one death. Scott and Longmire reported 
58 total gastrectomies for malignant tumors, with six 
deaths, a mortality of 10 per cent. The majority of 
these operations were performed through an abdominal 
incision. Lahey reported 36 total gastrectomies between 
1947 and 1949, with three deaths. In this series the 
operations were performed through an abdominal 
incision. 

There have been four recent reports dealing with 
cancer of the gastric cardia and the lower portion of the 
esophagus. DeAmesti and Otaiza * saw 39 patients with 
such lesions between September 1943 and September 
1946. In only 14 patients was the lesion resected. 
There were eight postoperative deaths, giving an opera- 
tive mortality of 57 per cent. Pack and McNeer® in 
1948 reported 62 resections for cancer of the gastric 
cardia seen between May 1940 and May 1948. There 
were 21 postoperative deaths, an operative mortality of 
33 per cent. Payne and Clagett * in 1948 reported the 
results of exploration in 66 patieffts with cancer of the 
stomach and the esophagus prior to Jan. 1, 1946. 
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Thirty-three of the tumors were resected. Thirty were 
adenocarcinomas of the cardia, and three were squa- 
mous cell carcinomas of the esophagus. There were 
five deaths, an operative mortality of 15 per cent. 
McNeer * in 1949 reported a consecutive series of 20 
operations for cancer of the stomach and the lower 
portion of the esophagus, with no deaths. Nine of the 
operations were total gastrectomies, five were resections 
of the gastric cardia and one was for recurrent cancer 
of the stomach. Five operations were for carcinoma of 
the esophagus. 

The largest series of patients with cancer of the 
cervical portion of the esophagus was reported by 
Watson and Pool’ in 1948. The series comprised 
77 cases, with exploration carried out in only 11. 
Seven lesions were resected, with one operative death. 
Strieder and Kent have both reported series of 
cases dealing chiefly with carcinoma of the thoracic 
region of the esophagus. Strieder, in an excellent article 
in 1948, reported a series of 71 patients with carcinoma 
of the esophagus, occurring at or below the arch of the 
aorta, and the cardiac end of the stomach. These 
patients were operated on between 1941 and 1947. 
From 1945 to 1947, he resected 25 cancers of the 
cardia or the lower portion of the esophagus, per- 
forming anastomosis below the aortic arch. There were 
three postoperative deaths, an operative mortality of 
12 per cent. In the same period of time nine lesions 
were resected, with anastomosis above the aortic arch. 
Five of the patients died, an operative mortality of 
55 per cent. Kent and Harbison in 1950 reported a 
series of 17 patients with lesions of the thoracic portion 
of the esophagus, operated on in two stages. The first 
stage consisted of mobilization of the stomach through 
a left upper abdominal incision. The second stage con- 
sisted of resection of the esophagus through a right tho- 
racic approach, with the performance of an esophago- 
gastrostomy. In four patients the second stage was not 
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undertaken, and in another four the lesion was found 
to be inoperable at the second stage. Of the remaining 
nine patients, three died after the first stage, two died 
at the second stage and four patients survived the two 
stage operation. 

R. H. Sweet not only was one of the pioneers in the 
development of the modern operation for cancer of the 
esophagus but also has reported the largest series of 


YEARS 30°40 40°50 50-60 60-70 70-80 60-90 
Fig. 1.—Age in 69 cases. 


patients with this lesion. In 1948 he reported 189 
operations for cancer of the esophagus and the gastric 
cardia.’* There were seven carcinomas of the cervical 
portion of the esophagus, operated on by Wookey’s 
method,'* and one carcinoma of the superior thoracic 
segment for which cervical hagogastrostomy was 
done. There were no operative deaths among these 
eight patients. There were 72 operations for lesions 
in the midthoracic segment of the esophagus, with 17 
deaths, a mortality of approximately 24 per cent. 
Apparently not all of these lesions required an anasto- 
mosis above the arch of the aorta. Finally, there were 
109 operations for lesions of the lower portion of the 
esophagus and the stomach, with 13 deaths, a mortality 
of approximately 12.5 per cent. Sweet’s last published 
results appeared in 1949.'*° He reported the results of 
exploration in 394 patients with carcinoma of the 
esophagus and the gastric cardia up to April 1, 1949. 
The lesion was resected in 276 cases, or 70 per cent. 
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Fig. 2.—Initial symptom. 


In 53 of these a total gastrectomy was necessary. In 
the entire series there was a three year survival rate 
of 24 per cent. Of 23 patients operated on, five or 
more years ago eight were alive and well. 
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23: 952, 1948. 
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PRESENT REPORT 

We are reporting here 89 consecutive cases of cancer 
of the esophagus or the gastric cardia seen between 
April 1, 1946 and June 1, 1950. The series comprises 
all patients observed by us since World War II. Table 1 
presents a pathological classification of the tumors in 
this series. Sixty-seven of them were primary esophageal 
lesions, and 22 were primary gastric lesions. The one 
adenocarcinoma listed under primary esophageal lesions 
was a growth in the upper third of the esophagus, 
presumably originating from one of the mucous glands. 
The leiomyosarcoma occurred in the thoracic portion 
of the esophagus above the aortic arch. There were 
four cases in which no biopsy was obtained. In the two 
patients with gastric lesions exploration was carried out 
and the tumor could not be excised. Thé two patients 
with malignant esophageal lesions seen on roentgeno- 
grams refused esophagoscopy and operation. A pre- 
ponderance of these lesions occur in the male sex. Of 
our 89 patients, 84, or 94 per cent, were male. 


TABLE 1.—Pathologic Classification 


Primary Esophageal Lesions 
Squamous cell 63 
Adenocarcinoma 


Primary Gastrie Lesions 


Anaplastic 7 

89 


Figure 1 is a graphic representation of the age of 
these patients by decades. The greatest incidence occurs 
between the ages of 50 and 70. The youngest patient 
was 33 years old, and two patients were over 80. When 
they were seen by us, the average duration of symptoms 
in the 89 patients was six months. The longest dura- 
tion of symptoms was two years, and the shortest was 
one month. Figure 2 illustrates the frequency of symp- 
toms noticed by these patients. In over two thirds of 
them the first symptom observed was difficulty in 
swallowing. Yet this symptom was disregarded by either 
the patient or the physician for an average period of 
six months. The first symptom in 23 per cent of the 
patients was discomfort, usually vague, and located in 
either the epigastrium or the thorax. Such discomfort 
in an elderly patient demands attention on the part of 
the physician who first sees him. Figure 3 is a graphic 
representation of the incidence of symptoms by the 
time the patient had reached the hospital for diagnosis 
and definitive treatment. Practically all the patients had 
lost weight. A loss of 15 or 20 pounds (7 to 9 Kg.) 
after the onset of symptoms was usual. Difficulty in 
swallowing, with or without regurgitation or vomiting, 
was present in the vast majority. Well over half the 
patients had some pain or discomfort when seen by us. 
A few patients had a cough, which was generally due 
to involvement of the trachea or bronchi by tumors 
in the midthoracic portion of the esophagus. 


14 


Vol. 145, No. 14 


With one exception, the diagnosis could be estab- 
lished by the initial roentgenologic examination. The 
one exception was a 63 year old Negro who had com- 
plained of some discomfort in his chest and mild 
dysphagia for four months. A barium swallow two 
months after the onset of symptoms failed to disclose 
an esophageal lesion, and esophagoscopic examination 
with biopsy showed only chronic inflammation. Two 
months later a barium swallow showed a lower eso- 
phageal defect and esophagoscopy was again performed. 
A squamous cell growth of the lower thoracic portion 
of the esophagus was discovered and successfully re- 
sected. The patient is still alive, 18 months later. All 
patients in this series were subjected to esophagoscopy, 
and in the great majority a positive biopsy could be 
obtained. The establishment of a definite diagnosis, 
therefore, is not a difficult procedure. 


TABLE 2.—Data on Thirteen Inoperable Cases 


Distant metastasis to: 


Supraclaviewlar MOdeS 7 
Tracheoesophageal 2 
Emaciation and coronary artery disease.......... 1 


TABLE 3.—Patients with Nonresectable Lesions 


Reasons for nonresectability: 


Retroperitoneal metastasis about celiac axis... 5 
Invasion of bronchus or trachea..............5. 38 
Invasion of left 1 

0 21 


In 16 patients in this series exploration was not 
carried out. Three refused operation. Of the remaining 
13, 10 had evidence of a distant metastasis (table 2). 
Two patients had tracheoesophageal fistulas when first 
seen. Only one patient was not subjected to exploration 
because of his general condition. This man presented 
an extreme degree of emaciation. He had syphilis, and 
there was electrocardiographic evidence of a recent 
myocardial infarction. The patient was stuporous on 
admission and remained so until his death in the hos- 
pital three weeks later. The remaining 73 patients were 
operated on in the hope of resecting the lesion and 
restoring the continuity of the digestive tract. 

In 21 patients it was found to be impossible to 
remove the entire growth, and the lesion was not 
resected. Table 3 lists the reasons for failure to resect 
the growth. The commonest cause was invasion of the 
wall of the aorta. It should be borne in mind, however, 
that patient, painstaking dissection will often permit 
removal of tumors which at first sight appear to be 
invading the aortic wall. The next commonest reason 
for not resecting these growths has been extensive 
metastasis to the lymph nodes about the celiac axis. 
In these cases it proved impossible to remove all the 
growth without impairing the blood supply to the liver 
or the small intestine. In three cases there were meta- 
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static nodules in the liver, and in one case there was 
such extensive involvement of the left auricle that the 
tumor could not be removed. 

The disposition of the 89 patients is graphically 
illustrated in figure 4. The three patients who refused 
Operation are grouped in the graph with the 13 patients 
in whom the lesion was inoperable because of metas- 
tasis. We are well aware that these three patients consti- 
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Fig. 3.—Incidence of symptoms. 


tute a failure in treatment. It can be seen that approxi- 
mately 40 per cent of the patients could not be benefited 
by operation because of the extent of their disease. No 
improvement can be expected in this group without 
earlier diagnosis. In 73 patients, 82 per cent of the 
entire group, exploration was performed. In 71 per cent 
of these an esophagectomy was performed. The opera- 
tive mortality was high. As will be seen later, the deaths 
occurred chiefly in the group of patients with anasto- 
moses above the aortic arch. Undoubtedly, however, 
some patients were operated on and an esophagectomy 
performed when it would have been wiser not to have 
taken the risk. Approximately 40 per cent of the 
patients in this series left the hospital alive after esopha- 
gectomy with a chance of being cured of their disease. 
This figure is slightly higher than that proved possible 
in our experience with a series of patients with carci- 
noma of the lung.’® 
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Fig. 4.—Disposition of 89 patients with cancer of the esophagus. 


Table 4 summarizes the operations performed ac- 
cording to the anatomic location of the anastomosis, 
giving the operative mortality for each group. There was 
a high mortality rate when the anastomosis was per- 
formed in the neck. We believe that a cervical esophago- 


16. Gibbon, J. H., Jr.: Carcinoma of the Lung with an Analysis of 
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gastrostomy is the operation of choice for malignant 
lesions involving the esophagus from the pharynx down 
to a point well below the suprasternal notch. Two of 
the deaths in the six patients in whom a cervical 
esophagogastrostomy was performed occurred in per- 
sons with far advanced bilateral pulmonary tubercu- 


Fig. 5.—Gross survival rates in 52 resections. 


losis. It would have been wiser not to have operated 
on these patients. The highest mortality occurred among 
patients in whom the anastomosis was made in the 
thorax above the aortic arch. In seven of these patients 
a two rib approach was used. This approach was sug- 
gested to us by John B. Flick and later described by 
Brown."’ None of the patients survived the operation. 
We have recently abandoned this procedure and find 
that adequate exposure to the upper portion of the 
thorax and to the stomach can be obtained through the 
bed of the sixth rib alone. 

The cause of death in two of the 17 patients who 
failed to survive removal of the growth was considered 
to be leakage from the site of anastomosis. One of 
the operations was a cervical esophagojej y, 
and the other was a cervical esophag gogastrostomy. 
Death resulted in single instances from acute pancrea- 
titis, strangulation of the ileum, bilateral bronchial 


PER CENT SURVIVALS 


Fig. 6.—Surviva! rates in 52 resections exclusive of hospital deaths. 


compression from a concomitant mediastinal lympho- 
sarcoma and massive multiple venous thromboses. Four 
patients died immediately after a prolonged and trau- 


17. Brown, Ray: A Two Rib Incision for a Sub-Total Esophagectomy, 
Ann. Surg. 131: 588, 1950. 

18. Jenkins, M. T.; Jones, R. F.; Wilson, B., and Moyer, C. A.: Con- 
gestive Atelectasis: A Complication of the Intravenous Infusion of Fluids, 
Ann. Surg. 132:327, 1950. 
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matic operation; three of these had anastomoses above 
the aortic arch. Seven patients died with clinical and 
postmortem findings identical to those described by 
Jenkins and others '’ as congestive atelectasis. The clin- 
ical findings are a rapid fall of the systemic blood 
pressure to a low level, rapid pulse and respiration, 
expiratory hyperactivity and persistent cyanosis. When 
examined at necropsy the lung tissue affected had the 
appearance of liver and showed intense congestion of 
the whole lung or a portion of it. Microscopically, there 
were intra-alveolar hemorrhage with intense capillary 
engorgement and patchy atelectasis without demonstra- 
ble bronchial plugging. No explanation of these findings 
is possible at present. 

We are unable to explain the sharp increase in mor- 
tality when the anastomosis is performed in the thorax 
above the aortic arch. The time and extent of the 
operation may well be a factor, as it is with the cervical 
esophagogastrostomies. Another factor may be the ana- 
tomic location of the lesion in close juxtaposition to 


TaBLE 4.—Summary of Operations 


Operative 
or- 
Location of No.of No.of tality, 
Anastomosis Type of Operation Cases Deaths % 
Cervical Esophagectomy with 2 1 50 
extrathoracic esophago- 
(Yudin, 
., Gynec, 
Obst. 78: 1944) 
Esophagectomy witb 1 0 0 
dermal esophagoplasty 
(Wookey 14) 
Esophagectomy with 6 3 Bi) 
esophagogastrostomy 
ntrathoracie, Esophagectomy with 14 10 val 
above aortic esophagogastrostomy 
arch 
ntrathoracic, Esophagectomy and 16 3 19 
w aortic partial gastrectomy 
arch with esophago- 
gastrostomy 
Total gastrectomy and 13, 0 0 
partial esophagectomy, 
with esophago- 


important structures in the center of the chest, namely, 
the arch of the aorta, the vagus nerves, the bronchi and 
the trachea. Adherence to these structures or invasion 
of them makes the operation prolonged and difficult. 
It is difficult to understand how a severance of the vagal 
fibers to both lungs could contribute to the operative 
mortality in view of the fact that extensive denervations 
have been performed without ill effect on patients with 
bronchial asthma. Another factor in the mortality, no 
matter where the anastomosis is performed, is the 
division of the diaphragm with subsequent paralysis of 
the lateral three quarters or four fifths of that structure. 
A left thoracic approach was used in all patients. When 
the anastomosis was performed below the aortic arch, 
there were only three deaths in 29 patients, an operative 
mortality of approximately 10 per cent. 

The 13 total gastrectomies were performed without 
a death. They were all extensive procedures, as can be 
seen in table 5. In only four instances was it possible 
to remove the stomach alone; in every other case it 
was necessary to remove all or part of one or more 
adjacent organs. 
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There was a postoperative complication in 10 of the 
35 patients surviving resection of the neoplasm. Auricu- 
lar fibrillation developed in four; phlebothrombosis 
occurred in 2 patients. Single instances of pneumonitis, 
esophagojejunal cutaneous fistula and necrosis of a 
cutaneous tube occurred. In one patient both recurrent 
laryngeal nerves were deliberately sacrificed. 

The series reported here of 52 resections of the 
esophagus and the gastric cardia for cancer has been 
collected over the past four years. It is impossible, 
therefore, to present our end results for more than a 
four year period. As the series is small the figures are 
not statistically significant, but they indicate the trend 
of survival. The gross survival rates including our hos- 
pital mortality are shown in figure 5. Thirty-five of the 
52 patients with resections of the esophagus left the 
hospital alive. Twenty-five, or 61 per cent, of the 41 
patients who could have lived six months did so. There 
is a significant decrease in the percentage of patients 
surviving between the sixth and the twelfth month after 
operation. Between one and three years after operation 
the percentage of patients surviving who could have 
survived varies between 21 and 39 per cent. Figure 6 


TABLE 5.—Resection of Adjacent Structures in 
Total Gastrectomies 


2 
Splenectomy and partial pancreatectomy....... 3 
Splenectomy, partial pancreatectomy and partial 
Splenectomy and partial hepatectomy........... 1 
Splenectomy and transverse colectomy.......... 1 


Splenectomy, transverse colectomy, partial pan- 
createctomy and proximal jejunectomy..... 


has been drawn to indicate the prognosis for the patients 
who survived the operation and left the hospital. The 
survival rate for these patients is a better index of the 
recurrence rate to be expected after a radical operation. 
Between one and three years following operation the 
survival rate varies between 33 and 56 per cent. Finally, 
figures 7 and 8 were constructed to show the difference 
in survival rate, exclusive of hospital deaths, in the 
tumors of esophageal origin (fig. 7) and the tumors of 
gastric origin (fig. 8). Again, these groups are too 
small to indicate anything except a trend. The only 
valid comparison that can be made between these two 
groups of patients is in the first year following opera- 
tion. At both the six and 12 month intervals following 
operation the percentage of patients surviving resection 
of adenocarcinoma of the stomach is significantly higher 
than the percentage surviving resection of squamous 
cell carcinoma of the esophagus. 


COMMENT 

Two main problems emerge from the study of these 
patients. One is the late recognition of the condition, 
and the second is the high operative mortality in pa- 
tients with lesions of the esophagus above the aortic 
arch. Early recognition of the disease should not be 
difficult. Male patients over the age of 40 with even 
mild dysphagia should be studied promptly by means 
of roentgenograms and the esophagoscope. If more 
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attention were paid to the easily recognized symptom 
of dysphagia, the results of surgical treatment would be 
greatly improved. Prompt diagnosis would not only 
permit resection in more patients but should also con- 
tribute to a lower operative mortality rate. The opera- 
uve mortality is within reasonable limits for lesions 


76% 
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MONTHS 


Fig. 7.—Survival rates for squamous cell carcinoma exclusive of hospital 
deaths, 


of the esophagus below the aortic arch and of the 
gastric cardia. Operations on the cervical portion of the 
esophagus, and particularly on the upper thoracic por- 
tion, at or above the aortic arch, are attended by a 
formidable operative mortality rate. There is reason to 
hope that this rate will be lowered within the next few 
years as a result of earlier diagnosis and improved 
surgical management. The authors strongly support 
Strieder’s plea, made in 1946, that reports of the surgi- 
cal treatment of this disease should state whether the 
anastomosis was performed above or below the arch 
of the aorta. 
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Fig. 8.—Survival rates for adenocarcinoma exclusive of hospital deaths. 


SUMMARY 

A series of 89 patients with cancer of the esophagus 
and the cardia of the stomach has been reported. In 
67 patients the lesion was primary in the esophagus, 
and in 22 it was primary in the stomach. The disease 
predominantly affects males, with its greatest incidence 
being in persons between the ages of 50 and 70 years. 
The outstanding initial symptom is difficulty in swallow- 
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ing, which occurs in over two thirds of patients. The 
symptoms existed for one month to two years, with an 
average duration of six months before a definitive diag- 
nosis was made. The diagnosis is readily established by 
roentgenography and esophagoscopy. Despite the delay 
in making the diagnosis in this series, four fifths of the 
patients had no evidence of distant metastasis when first 
seen. 

In three quarters of those operated on it was possible 
to resect the esophagus and restore continuity of the 
digestive tract. The operative mortality of resection of 
the esophagus and the gastric cardia followed by an 
anastomosis of the esophagus and stomach or jejunum 
below the aortic arch was 10 per cent. The operative 
mortality following removal of the lesions requiring 
an anastomosis above the aortic arch or in the neck 
was 61 per cent. 

It would appear from this small series that the three 
year survival rate of all patients in whom the esophagus 
is resected is in the neighborhood of 30 per cent and 
the three year survival rate for patients who survive 
the operation and leave the hospital is in the neighbor- 
hood of 40 per cent. The prognosis for patients with 
adenocarcinoma of the stomach appears to be some- 
what more favorable than that for patients with squa- 
mous cell carcinoma of the esophagus. The end results 
of the treatment of this disease can be improved only 
by earlier recognition and reduction of the operative 
mortality in those patients in whom an anastomosis is 
performed above the arch of the aorta. 


ABSTRACT OF DISCUSSION 


Dr. Lyman A. Brewer III, Los Angeles: Our experience has 
been similar to that presented. There is a considerable dis- 
crepancy between the technical results achieved and permanent 
cure. This discrepancy is explained by late referral to the 
surgeon of the majority of these cases so that the resections 
are necessarily of a palliative nature. We have found that 
when the classic textbook picture of progressive dysphagia 
and marked loss of weight and strength are present the car- 
cinoma is almost invariably advanced. How, then, can we 
make the diagnosis in sufficient time to effect a cure? First 
of all, we must rid our minds of this classical textbook pic- 
ture of advanced carcinoma of the esophagus. Early in the 
course of the disease weight loss is not marked. The dysphagia 
is not progressive, and definite remissions take place. All the 
factors that account for these remissions are not known. How- 
ever, associated esophagospasm and necrosis of a bulky tumor 
protruding into the lumen of the esophagus are certainly 
important. Esophagospasm present early in the growth of the 
tumor may be relieved by belladonna preparations. Both the 
patient and the physicians are then lulled into a state of false 
security by the apparent remission of symptoms. We have 
seen patients who have had barium study and esophagoscopy 
delayed for more than nine Months because of the effective- 
ness of belladonna in allaying the early obstructive symptoms. 
Certain cases of carcinoma of the esophagus present symptoms 
referable to the epigastrium early in the course of. the dis- 
ease. Usually carcinoma of the stomach or peptic ulcer is 
suspected and only a cursory or no examination of the 
esophagus is made. The stomach is then reported to be normal, 
and the patient is dismissed as being “neurotic.” The demon- 
stration of early mucosal changes in the lumen of the 
esophagus is effected by a study of the esophagus in at least 
three planes with thick barium sulfate mixture and in the 
upright and supine positions. Aithough technical skill must 
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not be underestimated, future improvements in the results 
of the treatment of carcinoma of the esophagus will depend 
greatly on earlier diagnosis. 

Dr. CARLETON MATHEWSON Jr., San Francisco: Apparently 
we all have the same problems. Unfortunately, patients are 
sent to the surgeon late, so late that we can rarely expect a 
complete eradication of the tumor. The earliest lesion of the 
upper two thirds of the esophagus that 1 have seen was in 
a patient who had no symptoms referable to the esophagus. 
Difficulty in swallowing should be investigated early and thor- 
oughly because we can at least give these patients long periods 
of palliation. In our most recent series of patients we can 
report 100 per cent resectability. This has come about because. 
we now utilize the right-sided approach to lesions of the 
upper two thirds of the esophagus, reserving the left-sided 
approach for lesions well below the arch of the aorta. Many 
lesions which would appear to be irresectable from the left 
side of the chest can be exposed more adequately from the 
right side and dissection of the mediastinum can be accom- 
plished more simply under direct vision. We have resected 
11 consecutive carcinomas of the upper two thirds of the 
esophagus through a combined abdominal and right thoracic 
approach. The first seven resections were accomplished with- 
out any deaths. Of the last four three were lesions in the 
cervical esophagus. There have been three postoperative 
deaths, two in cervical lesions and one in an upper thoracic 
lesion. The great objection to the right-sided approach has 
been phrased as follows: “Why subject a patient to a lapa- 
rotomy and extensive dissection of the stomach before you 
know whether or not the lesion in the chest is operable.” This 
is not a valid objection because the entire procedure is carried 
out in one stage, the thoracic lesion being exposed before 
the laparotomy is undertaken. We have recently used two 
teams, one operating in the chest and one in the abdomen. 
This has cut the operating time almost in half, which we feel 
is important in such a long procedure as this. 


Dr. JoHN H. Gipson Jr., Philadelphia: Dr. Brewer was 
one of the first to report a successful cervical esophago- 
gastrostomy, and I was particularly happy to hear his com- 
ments concerning early diagnosis. I was interested in Dr. 
Mathewson’s remarks that he had yet to see a patient in whom 
he thought there was a real chance of getting a permanent 
cure after resection of a cancer of the esophagus. Sweet's 
last report had 24 per cent three year survivals. We have 
found about the same rate of survival at three years, so | 
do not think we should be too pessimistic about the ultimate 
survival rates. Dr. Mathewson discussed the right-sided 
approach. This approach requires a left abdominal incision 
in addition to the right thoracic incision. Dr. Kent reported 
operating on 17 patients in two stages, doing the abdominal 
operation at one time and the thoracic operation at another. 
I think it is generally agreed that if you are going to use a 
right-sided approach it should be done in one stage. It is not 
difficult to separate the esophagus from the aortic arch from 
the left side. It is simple to mobilize the aortic arch by divid- 
ing the upper three or four intercostal arteries on the left 
side and perhaps one or two on the right side. There were nine 
patients in our series who actually had invasion of the adven- 
titia of the aortic wall by the tumor. The tumor is often 
merely adherent to the aorta from inflammatory resection. 
We have spent as long as two hours separating the growth 
from the lower thoracic aorta by patient dissection when it 
appeared at first that the aorta was invaded. I believe one 
advantage of the right-sided approach is that you do not divide 
about four fifths of the branches of the phrenic nerve, which 
you must do when incising the diaphragm in the left-sided 
approach. On the right side, with two separate incisions, you 
can either dilate the esophageal hiatus or merely divide the 
crus. After any extensive operative procedure it is a great 
help in the postoperative period to have two normally func- 
tioning phrenic nerves. Perhaps the paralysis of the left 
diaphragm following the left thoracic approach contributes to 
the mortality rate of the prolonged operations. 
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AN INTERNIST VIEWS THE SURGICAL 
TREATMENT OF PEPTIC ULCER 


Walter L. Palmer, M.D. 
Joseph B. Kirsner, M.D. 
and 


Erwin Levin, M.D., Chicago 


The purpose of this paper is to discuss briefly the 
physiological and pathological basis for the surgical 
treatment of peptic ulcer and to attempt an appraisal of 
the results obtained. 

There are numerous differences between gastric ulcer 
and duodenal and jejunal ulcer. One of the most impor- 
tant of these is the fact that in gastric ulcer the problem 
of excluding or differentiating ulcerating carcinoma is 
always present, whereas in duodenal and jejunal ulcer 
the probability of carcinoma is so remote as scarcely 
to warrant consideration. Hence, if the internist is 
unable to obtain satisfactory evidence that the gastric 
lesion is benign, operation is indicated. The surgeon 
at the operating table may have fully as much difficulty 
in deciding whether the ulcer is benign or malignant 
as the internist had preoperatively. Consequently, re- 
moval of the ulcer, usually by means of subtotal gastrec- 
tomy, is almost mandatory. 

A further difference between gastric and duodenal 
ulcers is that recurrent jejunal ulcer after resection for 
gastric ulcer is almost unknown, whereas after resection 
for duodenal ulcer recurrent jejunal ulcer is, to say the 
least, not uncommon. For these two reasons subtotal 
gastrectomy seems to us to be the surgical treatment of 
choice for gastric ulcer. 

In duodenal ulcer an entirely different situation 
exists: The likelihood of cancer is almost nil; the lesion 
does not need to be removed, and recurrences consti- 
tute a difficult problem. The difference between gastric 
and duodenal ulcer with respect to the incidence of 
jejunal ulcer following resection is related to differences 
in the gastric secretory rate (table 1). In the gastric 
ulcer the secretory rate lies essentially within the range 
of normal, whereas in duodenal ulcer it is approxi- 
mately four times greater, sometimes more—a true 
hypersecretion of acid gastric juice.’ 

The fact that jejunal ulcers develop as sequelae to 
gastroenterostomy for duodenal ulcer almost exclusively 
is evidence that the tremendous hypersecretion is re- 
sponsible for the lesion. Dragstedt has shown quite 
clearly that this hypersecretion is dependent on an 
intact vagal innervation; complete section of the vagi 
abolishes the hypersecretion, although it does not usu- 
ally produce complete achlorhydria * (table 2). 

From a physiological viewpoint vagotomy is a thor- 
oughly rational procedure. In some patients, however, 
vagotomy is unsuccessful in that it fails to abolish the 
hypersecretion. The assumption is made that in such 
patients the vagal fibers have been incompletely sec- 
tioned. The incidence of failure, as judged by the fasting 
secretion or by the insulin test, is not satisfactorily 
established; Dragstedt’s * estimate is 10 per cent as 
judged by the insulin test. However, the nocturnal 
hypersecretion is reduced in about half these patients; 
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and hence the clinical result attained may be satis- 
factory even though the insulin test is positive. 

In addition to abolishing the hypersecretion, vagot- 
omy also decreases gastric motility. In the great major- 
ity of cases of duodenal ulcer in which operation is 
indicated, the duodenal deformity is serious—a signifi- 
cant degree of stenosis and obstruction is present; 
consequently, a so-called drainage operation, preferably 
a posterior gastroenterostomy, is indicated in addition 
to vagotomy. The objection is raised that this Pro- 
cedure constitutes a return to gastroenteros 
operation discarded by the surgeons with the advent of 
subtotal resection. The reason for discarding gastro- 
enterostomy was the alleged high incidence of jejunal 
ulcer. Exact figures on this point are difficult to obtain; 
they vary from 2 to 35 per cent. The data provided by 
Gray and Williams * suggest a recurrence rate in five 


TaBLe 1.—Comparison of the Nocturnal Gastric Secretion in 
Normal Persons and in Patients with Duodenal and 
with Gastric Ulcer} 


Free Acid, Total 
Volume, Clinical Output 
Ce. Units HCl, Me. 
Duodenal ulcer 1,004 61 2,242 


TaBLE 2.—Effect of Vagotomy on Gastric Secretion in Patients 
with Duodenal Ulcer (Seventy Cases) * 


Free Acid, 
Clinieal 


Volume, Mg. Free 
Ce. Units Hcl 
Betore vagotomy 1,006 52 1,904 
After VQMOCOMY 521 22 417 


TABLE 3.—Results of Vagotomy Plus Gastroenterostomy for 
Duodenal Ulcer, 1943 to 19508 


Number % 
Results 


* Four deaths; 13 reeurrences including one Mann-Williamson ulcer; 
one resection for diverticuluin. 


years of about 23 per cent, with 72 per cent of the 
patients reporting complete relief. Reduction of the hy- 
persecretion by vagotomy should reduce greatly the 
incidence of secondary jejunal ulcer. What are the 
results of this procedure? 

Dragstedt’s figures are shown in table 3. 

In the study of vagotomy that was made by Dr. 
Sara Jordan (the Vagotomy Study Committee of the 
American Gastroenterological Association), even better 


Read before the Section on Gastro-Enterology and Proctology at the 
Ninety-Ninth Annual Session of the American Medical Association, San 
Francisco, June 28, 1950. 

1. Levin, E.; Kirsner, J. B., and Palmer, W. L.: The Nocturnal Gastric 
Secretion in Patients with Benign Gastric Ulcer, Ann. Int. Med. 30: 1020, 
1949, 

2. Woodward, E.; Harper, P. V., Jr.; Tovee, E. B., and Dragstedt, 
L. R.: Effect of Vagotomy on Gastric Secretion in Man and Experimental 
Animals, Arch. Surg. 59: 1191 (Dec.) 1949. 

3. Dragstedt, L. R.: Personal communication to the authors. 

4. Gray, H. K., and Williams, R. R., Jr.: Results of Classic Operations 
for Duodenal Ulcer: 5-10 Year Follow-Up in 532 Cases, J. A. M. A, 
141: 509 (Oct. 22) 1949. 
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results are recorded * (table 4). These figures should 
be contrasted with the results of subtotal gastrectomy in 
duodenal ulcer ® as shown in table 5. 

The effect of vagotomy on jejunal ulcer is shown in 
tables 6 and 7. | 

Thus, it appears that the results with vagotomy to 
date are fully as good as those with subtotal gastrec- 
tomy. It should be noted that the follow-up period for 
the resection group reported on by Gray and Williams * 
was five to 10 years, while for the other three groups 
reported on the period was shorter or not stated. For 
the Dragstedt vagotomy series, the study was based on 
the entire University of Chicago experience from 1943 
to 1950; for the Vagotomy Committee series the period 
was 1.5 to 2.0 years. Further investigation will be 


TaBLE 4.—Results in Duodenal Ulcer (1.5 to 2.0 Years) 


% Free 
Total % of Uleer 
Patients Satisfied Symptoms 
Transthoracic vagotomy ......... 371 81 8&4 
Subdiaphragmatic vagotomy .... 370 86 91 
Subdiaphragmatie vagotomy and 
gastroenterostomy 1,046 97 98 


TasBLe 5.—Results of Subtotal Gastrectomy for 
Duodenal Ulcer 


Results, % 


~ 


No. of 3a No 
Cases Good Fair Relief Worse 


Author 
Gray and Williams *.......... 24 78 10 1 10* 
Allen and Welch ®*........... 129 87 6 7 5.1+ 
La Bree and Gillespie *”...... 106 86 9 5 4.9t 
Gardner and Hart *,........ 123 S4 5 5 8.9¢ 


* Includes deaths. 
+ Mortality rate only. 


TABLE 6.—Results of Vagotomy for Gastrojejunal Ulcer, 
1943 to 1950% 


Following Following 
Result Resection Gastroenterostomy 
2 3 
Total no. of patients.......... 16 14 


necessary to determine the ultimate results of both 
procedures, resection and vagotomy, in the treatment 
of duodenal ulcer. 


VAGOTOMY AND GASTROENTEROSTOMY 
Vagotomy with gastroenterostomy is a less formid- 
able procedure than subtotal gastrectomy,’ as is evident 
from the mortality figures in table 8; in fact, the average 
mortality rate for resection is three times that of vagot- 


5. Jordan, S.: Personal communication to the authors. 

6. (a) Allen, A. W., and Welch, C. E.: Subtotal Gastrectomy for Duo- 
denal Ulcer, Ann. Surg. 124: 688, 1946. (b) La Bree, R. H., and Gillespie, 
M. G.: Adequate Subtotal Gastric Resection for Duodenal Ulcer, Arch. 
Surg. 59: 750 (Sept.) 1949. (c) Gardner and Hart, cited by Ferguson, 
I. K., in Bockus, H. L.: Postgraduate Gastroenterology, Philadelphia, 
W. B. Saunders Company, 1950, p. 206. 

7. (a) Steinberg, M. E.: Gastrectomy for Peptic Ulcers, Rev. Gastro- 
enterol. 15: 484, 1949. (b) Visick, A. H.: The Measured Radical Gas- 
trectomy: Review of 505 Operations for Peptic Ulcer, Lancet 1: 505, 1948. 
(c) Walters, W.; Gray, H. K.; Priestly, J. T., and Waugh, J. M.: Report 
on Surgery of the Stomach and Duodenum for 1947, Proc. Staff Meet., 
Mayo Clin. 23: 554, 1948; (d) Condensed Report of Surgery of Stomach 
and for 1948, ibid. 25: 136, 1950. (e) Crile, G., Jr.: The 
Surgical Treatment of Peptic Ulcer, S. Clin. North America 28: 1123, 
1948. 
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omy and gastroenterostomy. In some series the mor- 
tality rate for resection for duodenal ulcer has been 
low. At the Mayo Clinic it was 0.9 per cent in 1947 
and 2.7 per cent in 1948; Dragstedt’s mortality rate 
for vagotomy and gastroenterostomy in 1948 was 0.8 per 
cent; the Mayo Clinic mortality rate for vagotomy of 
all types in 1947 and 1948 was nil. 


TaBLe 7.—Results of Vagotomy in Gastrojejunal Ulcer 
(1.5 to 2.0 Years) 5 


% Free 
Total % of Uleer 
Patients Satisfied Symptoms 
Transthoracic vagotomy .......... 148 85 86 
Subdiaphragmatiec vagotomy ..... 1m 89 93 


TABLE 8.-——Mortality Rates for Duodenal Ulcer Treated by 
Subtotal Gastric Resection Versus Vagotomy and 


Gastroenterostomy 
Subtotal Vagotomy 
Gastric and Gastro- 
tion enterostomy 
| 
No.of No. of 
Author % Cases % Cases 
La Bree and Gillespie (1949) ®.......... 4.9 121 
Allen and Welch (1946) ®................ 5.1 195 
Gardner and Hart (1950) ®............. 123 se 
Walters and others (1947) 7*,........... 09 317 0 49 
Walters and others (1948) 74............ 2.7 331 0 36 


Average 3.9 2,007 


Recurrent jejunal ulcers following partial gastrectomy 
are notoriously difficult to treat medically, more so than 
those following posterior gastroenterostomy. Vagotomy 
may then be performed, but in our judgment it is better 
to do the vagotomy first. After resection, the “bridges 
are burned,” and the only recourse if ulcer recurs is 
further resection. On the other hand, if ulcers develop 
following vagotomy and gastroenterostomy, resection 
can still be carried out. It seems to us that the more 
conservative procedures should come first. 


TaBLe 9.—Postgastrectomy Symptoms 


Nausea Inability Failure 

. Nausea and to to Gain 

Dump- Alone, Vomit- Eat Full Weight, 
Authors ing,% . % ing, % Meals,% 
La Bree and Gillespie ®..... 3 8 10 
Allen and Welch ®*.......... 5 8 2 8 61 


TaBLe 10.—Side Effects of Vagotomy: and Gastroenterostomy, 
1,046 Cases * 


Gastric Retention, % Diarrhea, % 
Transient Persistent Transient Persistent 
ll 2.9 10 2.0 


It can be argued that the statistics presented do not 
give a clear picture of the morbidity of the patients 
who have unsatisfactory results. We are not satisfied 
with the statistical data on this point for the patients 
in either group, i. e., the resection group or the vagot- 
omy group, with or without gastroenterostomy. The 
“dumping syndrome” is at times difficult to manage. 
Gastric retention after vagotomy has rarely been a 
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problem except in patients with stenosing duodenal 
ulcers without gastroenterostomy. Postresection and 
postvagotomy diarrheas have both been encountered; 
neither has been difficult to manage. Tables 9 and 10 
give the best figures we have been able to find regard- 
ing the side effects of the two procedures. 


CONCLUSIONS 


In the surgical treatment of gastric ulcer, subtotal 
gastrectomy is favored because (a) it removes the 
lesion whether benign or malignant and (b) the inci- 
dence of recurrent jejunal ulcer is almost nil. 

In the surgical treatment of duodenal ulcer, vagot- 
omy and gastroenterostomy is the operation of choice, 
rather than subtotal resection, because (a) the pro- 


cedure is physiologically more rational; (b) it is less | 


radical; (c) the mortality rate is lower; (d) the “bridges 
are not burned”; (e) the end results seem fully as good 
as, if not better than, those of resection, and (f) the side 
effects are no worse. 


In jejunal ulcer vagotomy seems to be the generally 
accepted procedure. 


For the extremely small group of patients in whom 
vagotomy and resection both fail, further resection 
seems to be the only surgical recourse, even though 
the mortality rate is considerable. 


ABSTRACT OF DISCUSSION 


Dr. CARLETON J. MATHEWSON, San Francisco: Dr. Palmer 
has given us a simple solution to an extremely difficult problem. 
I think most surgeons would agree with what he has to say 
about gastric ulcer. There is no question that the medical 
management of gastric ulcer is simpler than the medical man- 
agement of duodenal ulcer, and it is also true that the surgical 
management of gastric ulcer is simpler than the surgical man- 
agement of duodenal ulcer. Any remarks that a surgeon might 
make regarding the treatment of peptic ulcer must be predi- 
cated on the fact that the management of the majority of 
peptic ulcers belongs in the hands of the internist. Most of us 
agree that about 80 or 85 per cent of patients who are given 
proper medical management do well, provided they remain on 
that management. The surgeon is confronted with the treatment 
of only the medical failures. As a consequence, he should treat 
only the patients with complicated peptic ulcer. The problem of 
gastric ulcer is one of diagnosis. If we could always be sure that 
we were treating a benign gastric lesion, the majority would do 
well on medical management. But up to the present, as far as 
I know, there are certain patients in whom it is impossible to 
distinguish between carcinoma and benign ulcer. If we wait 
until the carcinoma has developed to a point where there is 
no question in the minds of the roentgenologist and the intern- 
ist that they are dealing with a carcinoma, then, as far as the 
surgeon is concerned, we might say “the jig is up.” Of 100 
patients who walk into the office with carcinoma of the 
stomach, we can say categorically that only five will be alive 
at the end of five years. That statement is based on the data 
for all gastric carcinomas. However, if we are able to select 
patients with early lesions that have not yet metastasized, then 
we can say that 40 per cent of these patients will be alive 
after five years, provided they have had the proper surgical 
treatment. I am suspicious of statistics, and so I am of these 
presented by Dr. Palmer this morning. There is no cure-all, and 
we must necessarily discuss the indications for operation before 
deciding what we are going to do. Many ulcers are completely 
incapable of healing. My associates and I have seen many 
chronic ulcers that are penetrating into the liver bed, into the 
gallbladder or into the pancreas that are incapable of healing, 


PEPTIC ULCER—PALMER ET AL. 1043 


regardless of how well you control the acid. These ulcers are 
comparable to ulcers on an extremity, which do not respond 
to local treatment because they do not have the physical 
ability to heal. They are so densely infiltrated with fibrous 
tissue that it is no longer possible for them to contract and 
become covered with mucous membrane. Such ulcers will not 
heal, regardless of the type of treatment you give them, unless 
the ulcer is removed. These patients must be treated with gas- 
tric resection, and vagotomy will always fail. There is another 
large category of patients who have massive hemorrhage and 
who have a large sclerotic vessel in the base of the ulcer. It 
is extremely dangerous to treat these patients with vagotomy. 
We have had two patients in our hospital bleed to death with 
massive hemorrhage following vagotomy. These patients were 
relieved completely of symptoms and had a proper response 
to the insulin test following operation, so that we were con- 
vinced that they had a proper vagotomy. A fairly large per- 
centage of the patients that are operated on for duodenal ulcer 
have repeated hemorrhages or massive hemorrhages. I would 
warn you against treating such patients with vagotomy. I wish 
there was a simpler solution to this problem. Vagotomy alone 
has apparently failed in the hands of most of the early pro- 
ponents because of the interference with the motility and the 
emptying of the stomach. As a consequence, we have now gone 
back to the old procedure of gastroenterostomy to allow for 
emptying of the stomach. The patients and the surgeons in 
the early days were extremely enthusiastic about gastroenter- 
ostomy. The late results and the ones that drove us away from 
the procedure came 5, 7 and 12 years later. Let us be wary 
of what is going to happen to vagotomy after that period of 
time has gone by. 


Dr. HyMAN I. GOLDSTEIN, Camden, N. J.: I wish to call 
attention to the first recorded case of resection of the stemach 
for ulcer. This report has never been cited before a medical 
society in this country, The case, of ca. 400 B. C., was that 
of “A Man Having an Ulcer of the Stomach.” He has a dream 
that he is to be operated on and runs away. The servants who 


accompany him are ordered to seize him and hold him firmly, 


while his abdomen is opened by Aesculapius, who resects the 
stomach, removing the ulcer-bearing area, resews the wounds 
and delivers the man from his bonds. Immediately he goes 
out cured, and the stone floor of the temple of Aesculapius at 
Epidaurus is covered with blood. This record appears as case 
7 on “The Second Stele (Pillar) of the Miraculous Cures Dis- 


covered at.Epidaurus, Temple of Aesculapius” (French. trans- 


lation by Salomon Reinach [1858-1932], Revue Archéologique, 
ser. 3 3:265-270, 1885). This history proves that the priests 
of Aesculapius 2,350 years ago (ca. 400 B. C.), after having 
caused the patients to fall asleep, performed surgical opera- 
tions, including resection of gastric ulcers. Also, remember 
that Master Florian Matthis in 1602 (Prague) and Lithotomist 
Daniel Schwalbe on July 9, 1635 successfully performed 
gastrotomies on human patients. Guiseppe Zambeccari (1655- 
1728) experimentally carried out successful resections in living 
animals; he resected the liver, colon, cecum and stomach, per- 
formed cholecystectomy and cited reports of splenectomy in 
dogs and in human beings (Florence, 1680). Daniel Merrem’s 
successful gastric resections and pylorectomies on dogs 140 
years ago should be recalled here, as well as Sir Benjamin 
Collins Brodie’s vagotomy (1814) on dogs, which caused a 
remarkable reduction in the acid gastric secretion. These obser- 
vations went unnoticed until H. C. Wood, of Philadelphia, in 
1870 studied the effects of vagotomy on the stomach and 
motility of the intestine. Rydygier, in 1880, 1881 and 1882, 
resected the stomach for ulcer and for cancer. But we forget 
these pioneers in gastric surgery, although some of us do refer 
to Billroth’s pylorectomy (for cancer) in 1881 and forget Jules 
Péan’s pylorectomy (for cancer) in 1879! We forget, too, that 
Phineas Sanborn Conner (1839-1909), in Cincinnati (in 1883) 
performed the first total gastrectomy in America, and that 
Ransahoff did the first human gastroenterostomy in America. 
Conner referred to his case in discussing J. T. Whittaker’s 
paper (Med. News, Philadelphia 45:576-580 [Nov. 22] 1884). 
Vagotomy for ulcer was performed by many surgeons during 
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the past four or five decades, including A. Latarjet and Pierre 
Wertheimer, of Lyon, France, Peter Herzen, of Moscow, and 
Gino Pieri and Tanferna, of Rome. Unger, Bettmann and 
Rubaschow in 1911 wrote on “Bilateral Vagotomy,” as did 
also Fritsch (1910-1911), Littauer (1920) and Lasowsky and 
Ptschelina. Of course, our Chicago friend Dragstedt greatly 
revived vagotomy as a “cure” for intractable ulcer in 1943. Let 
us, if you please, remember that “the future is only the past 
again, entered through another gate!” Let us ever make prog- 
ress in the study of our problems, but let us give due credit 
to the pioneers of the past! (Goldstein, H. I.: Rev. Gastro- 
enterol. 16:85-89 [Jan.] 1949). This seems to me, now in the 
year 1950 and at this meeting, to be both the proper time and 
the appropriate place to set some of the records straight, for 
once and for all—I hope. 


Dr. Moses STEINBERG, Portland, Ore.: The evaluation of 
- amy surgical procedure recommended for the treatment of 
ulcer is usually based on the incidence of mortality, the immedi- 
ate postoperative morbidity and the efficiency of the operation 
in curing the original ulcer and in preventing a new one. The 
mortality figures in 610 unselected gastrectomies is 1.4 per 
cent. This group includes 111 patients who have had from 
one to eight previous gastric operations that proved unsuccess- 
ful. Of the patients with previous unsuccessful operations 94 
per cent were originally operated on elsewhere. No gastro- 
enterostomy was performed after 1925. The known incidence 
of jejunal ulcer is less than 1 per cent. The dissatisfaction with 
gastrectomy arises mostly from some of its side effects. It is 
a fallacy to attribute all the postgastrectomy difficulties to 
one particular cause, such as dumping. Bilious regurgitation, 
which causes gastritis, is one of the postgastrectomy disa- 
bilities. A new gastrectomy technique that I introduced several 
years ago effectively prevents the reflux of highly irritating 
gastric contents into the gastric pouch. This operation has been 
used on 118 patients with good results. Because of the re- 
semblance to a pantaloon garment, the operation was named 
the “pantaloon anastomosis.” My experience with subtotal 
gastrectomy for peptic ulcer, which began in 1924, has been 
highly satisfactory. I have not found it imperative to employ 
vagotomy. I consider the intensive studies on vagotomy by Dr. 
Palmer and his associates an important contribution to the 
solution of the ulcer problem. 


Dr. WALTER L. PaLmer, Chicago: Dr. Goldstein has set the 
record straight. Dr. Mathewson brought up the problem of 
surgical treatment of massive hemorrhage. I agree that in mas- 
sive hemorrhage when one resorts to surgical measures as one 
is justified in doing on occasion, one must then tie off the 
bleeding vessel, and that the proper procedure in such circum- 
stances is probably subtotal resection, along with ligature of 
the vessel. I do not agree, however, that the proper procedure 
in patients with a history of massive hemorrhage is resection, 
because the problem, whether there be a history of hemorrhage 
or not, is that of recurring ulcer. I do not agree with Dr. 
Mathewson completely with respect to the inability of per- 
forating lesions to heal because of the presence of fibrous tissue. 
The healing of chronic perforating ulcers is amazing; I would 
remind you that the experience with gastroenterostomy is that 
the primary lesion heals. The trouble with the procedure is 
the problem of recurrent ulceration in the jejunum rather than 
failure of the primary lesion to heal. Some of us in the 
twenties did not think that gastroenterostomy was as good an 
operation as the surgeons of that day thought it was. Like- 
wise, we do not think it is as bad an operation as the surgeons 
of the present day seem to think it is. Even before the intro- 
duction of vagotomy by Dr. Dragstedt in 1943, we in our 
institution had not abandoned gastroenterostomy. At least 70 
per cent, and probably more, of the patients with gastroenter- 
ostomy alone had satisfactory results for more than five years 
and that was a worth while outcome. We hope that the addi- 
tion of vagotomy will make the percentage of satisfactory 
results much higher still. Time, of course, will be required 
to find the final answer, but it does seem to us that the figures 
at present are encouraging. 


AL. J.A.M.A., April 7, 1951 


STREPTOMYCIN IN PULMONARY 
TUBERCULOSIS IN CHILDREN 


William Berenberg, M.D. 

Charles D. Cook, M.D. 

and 

Claire W. Twinam, M.D., Boston 


From November 1947 to May 1950, 27 children with 
pulmonary tuberculosis, in whom the prognosis without 
specific therapy was considered poor, have been treated 
with a uniform course of streptomycin. A review of 
these cases and a discussion of the results and the 
pertinent literature form the basis of this report. The 
accompanying chart, representing the prestreptomycin 
death rate,' which shows the high mortality in infancy, 
the relatively good prognosis between the ages of 3 and 
12 years, and the increasing mortality in those over 12 
years of age, forms a background for evaluating the 
effects of treatment in this series. 


Deaths from tuberculosis in Massachusetts from 1922 to 1940. 


METHODS 

The patients included in this series were all children 
who had been hospitalized because of definite symp- 
toms such as fever, malaise, cough or failure to do well. 
Most of them were moderately ill on admission, and 
some were acutely and severely ill. No patient has been 
included in whom minimal disease was detected by 
case-finding methods. All the infants had parenchymal 
involvement and were treated because of the expected 
high mortality in this age group and type of disease. 
Most children aged 3 to 12 years were excluded unless 
they were ill with tuberculous pneumonia, chronic fibro- 
caseous disease or a rapidly spreading exudative reac- 
tion. The children included from the age group over 
12 years were screened in a similar manner. This was 
done in order to select a group for treatment whose 

This study was supported in part by a grant from the National Insti- 
tute of Health, United States Public Health Service. 

Read before the Section on Pediatrics at the Ninetv-Ninth Annual 


Session of the American Medical Association, San Francisco, June 28, 
1950. 

From the Department of Pediatrics, Harvard Medical School; The 
Children’s and Infant’s Hospitals, Children’s Medical Center, Boston, and 
The North Reading Sanatorium of the Massachusetts Department of Public 
Health, North Wilmington, Mass. 

1. Mortality Due to Pulmonary Tuberculosis: Vital Statistics of Divi- 
sion of Communicable Diseases, Commonwealth of Massachusetts. 
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anticipated prognosis was unfavorable in order better to 
evaluate any favorable results. The present report does 
not include patients ill with miliary disease, meningitis 
or purely nodal involvement. 

The series included one North American Indian, one 
Chinese and three Negroes. All the remaining patients 
were white. Sixteen of the patients were females and 
11 were males. The ages of the patients varied from 
7 weeks to 17 years (table 1). 

Streptomycin ? was given to all 27 children. Each 
child had a positive tuberculin test and x-ray findings 
typical of pulmonary tuberculosis. A history of intimate 
exposure to the disease was obtained in 21 patients out 
of 24 in whom adequate history was available. Positive 
cultures or positive guinea pig inoculations were ob- 
tained from gastric washings of 21 of the patients. 

All patients were treated with streptomycin intra- 
muscularly in daily doses of 30 to 50 mg. per kilogram 
of body weight with no dose exceeding 1.0 Gm. daily. 
The larger doses were given to the smaller children. 
The drug was given once daily usually, but occasionally 
was divided into two equal doses. Treatment was carried 
out for 91 to 100 consecutive days in all but one patient, 
who received therapy for 27 days only. The patients 
were under constant hospital surveillance or, if treated 
at home, were checked at frequent intervals for a period 
of 6 to 30 months after the start of therapy (table 2). 

Repeated overall clinical appraisal was combined 
with serial roentgen examinations, complete blood 
studies, urine examinations, determinations of vestibu- 
lar functions, cultures of gastric washings and lumbar 
punctures. The final appraisal was made by a group 
composed of phthisiologists, pediatricians, house staff 
and an impartial radiologist.’ 

In analyzing initial x-ray findings, it was desirable to 
use only the broad classifications of (1) parenchymal 
exudative reaction, (2) tuberculous pneumonia and/or 
bronchogenic spread and (3) chronic fibrocaseous dis- 
ease with or without cavitation. Alterations in these 
disease processes were broadly judged to be worse, un- 
changed, slightly improved, much improved or ar- 
rested. Not only the final status but also the initial state 
and prognosis were taken into account in judging the 
degree of improvement. The shortcomings of such broad 
classifications appear evident, but the grouping was 
necessary for final appraisal and for reporting purposes. 


RESULTS 


Symptomatic Changes.—More than half of the pa- 
tients were febrile prior to the onset of therapy. The 
temperature in all but three patients returned to normal 
within 10 days and remained normal thereafter. The 
three exceptions all had extensive fibrocaseous disease 
but did become afebrile within 28 days. Two of these, 
while still on streptomycin therapy, subsequently devel- 
oped fever again, which was controlled by the addition 
of thiazosulfone (promizole*) and para-aminosalicylic 
acid. Cough, malaise, anorexia and asthenia, when pres- 
ent at the start of therapy, disappeared within 28 days 
in all but the two patients who required adjunctive 
therapy and in a third child who developed meningitis. 
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All but three patients had definite weight gains, 18 of 
whom exhibited gains above that which might reason- 
ably have been attributed to general sanatorium care 
and diet or to normal growth increments. 


Current Status.—Analysis of the current status of 
these patients, chiefly on the basis of roentgen changes 
but to some extent taking into account clinical and 
symptomatic changes, revealed that one was worse, 
three were unimproved, five were slightly improved, 
13 were much improved and the disease in five patients 
appeared to be arrested. The patient who became worse 
was an infant, 7 weeks old at the onset of therapy, who 
developed tuberculous meningitis three months after 
completing the 91 day course of streptomycin therapy. 
This patient was placed on the regimen of treatment 
for meningitis cases and was alive and improving slowly 
at the time of this report. His pulmonary lesion became 
worse while on streptomycin, but improved when ad- 
junctive therapy (thiazosulfone and para-aminosalicylic 
acid) was instituted. The three children who failed to 
improve were all in the older age group and had bi- 
lateral fibrocaseous disease. These three showed tempo- 


TaBLe 1.—Distribution by Age 


Number of 

Age Patients 


TABLE 2.—Duration of Observation After Onset of Therapy 


Duration of 
Observation Number of 
Mo. Patients 
8 


rary symptomatic and objective improvement, only to 
return to their previous status after treatment. Two of 
these patients were given para-aminosalicylic acid and 
thiazosulfone after an initial trial on the standard strep- 
tomycin regimen. These drugs seemed beneficial in one 
child in whom there was clinical, but no radiological 
improvement, while the other child’s course remained 
unaitered. The five children who were slightly better 
showed definite, but not striking clinical improvement, 
with slight clearing revealed by x-ray examination. The 
13 children classified as much improved were those with 
quite striking clinical and roentgenological evidence of 
control of the disease. The disease was judged to be 
arrested by the usual criteria in only five patients. 
Twelve patients were classified at the onset as having 
an exudative type of pulmonary tuberculosis (table 3). 
Of this number two were considered only slightly im- 
proved, nine much improved, and the disease in one 


2. The streptomycin hydrochloride for this study was supplied by the 
United States Public Health Service. 

3. The staff of the North Reading Sanatorium, the house staff of the 
Children’s Medical Center and Dr. Martin Wittenborg, Associate Radiolo- 
gist, Children’s Medical Center, took part in the study. 
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patient was considered to be arrested at the time of 
follow-up. Six patients were included with either bron- 
chogenic spread or tuberculous pneumonia. One infant 
in this category developed meningitis following therapy. 
At the same time his pulmonary disease had progressed. 
Two of the remaining five appeared much improved in 
regard to their pulmonary lesions, but one of these 
developed tuberculosis of the hip while under therapy. 
In the three remaining patients the disease appeared to 
be arrested. Of the nine patients with chronic fibrocas- 
eous disease the process was arrested in one, slightly 
improved in three, much improved in two, while in three 
others the process remained essentially unchanged. As 
one would anticipate, most of the patients with chronic 
fibrocaseous disease were in the age group over 12 
years. 

It is of special interest that the infant who developed 
meningitis was the only patient under the age of 3 who 
failed to improve. The results in the group over 12 
years of age were disappointing; only two patients ap- 
peared to derive any lasting benefit from therapy. Al- 
though temporary improvement was noted in the other 
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gamma or more of streptomycin per milliliter developed 
during or after therapy. 

Toxicity —Streptomycin was well tolerated in the 
dosage employed in all but one patient, who experienced 
dizziness and vomiting until the dose was reduced. Re- 
peated examinations of the urine, determinations of the 
blood nonprotein nitrogen and complete blood counts 
showed nothing unusual except for occasional transient 
eosinophilia. No drug rashes were noted. No deafness 
or apparent diminution in auditory acuity was observed. 
Disturbances of vestibular function as judged by the 
cold caloric test developed in six of the 23 patients 
tested either during or after therapy. The reliability 
of the cold caloric test in children is open to consider- 
able question, and no correlation could be made with 
clinical manifestations of vestibular dysfunction such as 
irregularities of gait that occurred when the patient was 
blindfolded. 


COMMENT 
As noted above, one patient developed tuberculous 
meningitis and another tuberculosis of the hip during 


TABLE 3.—Classification at Onset Related to Age and End Result 


Bronchogenic Spread 
nd 


Slightly improved § 
Unimproved 


reulous Chronie Fibrocaseous 
Exudative Reaction Pneumonia Disease 
A. A 
Result of No. Set Result of No. Result of No. 
Age, Yr Therapy Patients Therapy Patients Therapy Patients 
600640 Slightly improved 1 Much improved 1 Much improved { 1 
Much improved 5 Slightly improved 1 
Much improved 1 Arrested 1 Much improved { 1 
Slightly improved 1 Arrested 1 4 
1 


Arres 


* Meningitis developed in this infant following therapy. 
3} Cavitation was present. 


older children, it was either short lived or followed by 
significant relapse within one year. 
Cultures—Cultures or guinea pig inoculations of 
gastric washings were positive for tubercle bacilli in 21 
patients and negative in six patients before treatment. 
In six of these children with positive cultures, the cul- 
tures became negative and remained so either during or 
shortly after therapy. In three patients, the cultures 
became negative after therapy only to become positive 
again in a period of six to 18 months. In 12 patients 
the cultures remained positive in spite of therapy. Of 
the six patients with negative cultures prior to therapy 
one became positive nine months after treatment was 
instituted. Cultures from the other five patients remained 
negative. The cultures from only one-patient with fibro- 
caseous disease became negative and remained so after 
therapy. Resistance studies * were carried out on strains 
obtained from 11 patients. In seven resistance to 10 


4. Mr. William Steenken, Saranac, N. Y. assisted in these studies. 

5. Smith, C. A., and DeLacey, W.: The Prognosis of Infantile Tuber- 
culosis, New England J. Med. 222: 213-217, 1940. 

6. Tortone, J.; Chattas, A.; Myers, J. A.; Stewart, C. A., and Streu- 
kens, T.: Tuberculosis in Children Less than 6 Years of Age, Am. J. 
Dis. Child. 58: 92-101 (July) 1939. 


+ Tuberculosis of the hip developed although the pulmonary lesion improved. 
§ Cavitation was present in one of these three patients. 


the observation period. Since this study was designed 
principally to evaluate the effect of streptomycin alone, 
no adjunctive therapy was employed except in the infant 
who developed meningitis and in two older children 
who were extremely ill with marked bilateral fibro- 
caseous disease and who were unimproved by a course 
of streptomycin. In all three there was definite improve- 
ment after para-aminosalicylic acid and thiazosulfone 
were started. There were no significant differences ob- 
served in response to therapy between the 11 male and 
16 female children included in the study. There were 
no deaths in this series. 

A review of previously accumulated experience with 
the natural course of childhood pulmonary tuberculosis 
brings out the serious nature of this disease in children 
under the age of 3 years and the especially high mor- 
tality expected in the first year Of life (table 4). From 
a study of these figures it is apparent that anticipated 
mortality varies from the high death rate in children 
hospitalized with tuberculous symptoms in Smith’s 
series ° to the low mortality in clinically well tuberculin- 
positive children discovered in case finding projects as 
in Tortone’s series." 
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The chart again demonstrates the high mortality 
which occurs in infancy and the relatively good prog- 
nosis in children between 3 and 12 years. The observa- 
tion that the prognosis varies not only with age, but with 
roentgen changes, type of disease and many other fac- 
tors has long been appreciated.’ 

Fortunately many tuberculous infants suffer from an 
exudative type of pulmonary reaction which has previ- 
ously been demonstrated to be responsive to strepto- 
mycin therapy at any age.* The favorable results which 
have been observed in the present series in the infant 
group were in all likelihood related to the high incidence 
of this type of lesion at this age. The infants with bron- 
chogenic spread or tuberculous pneumonia again repre- 
sent a favorable group for treatment since they also 
have a fresh nonfibrotic process.® 

Since most children between the ages of 3 and 12 
years do well without therapy, only three children in 
this age group who appeared unusually sick, with rap- 
idly progressive disease not responding to conservative 
therapy, were treated with streptomycin. While favor- 
able results were obtained, the number of cases treated 
is too small for analysis. 

The problem in children over the age of 12 years 
approximates that in adults except for the added 
hazard of adolescence and its attendant lowered resist- 
ance to tuberculous infections. The pathological process 
is more often of a chronic proliferative fibrocaseous 
variety in which streptomycin effects only temporary 
and irregular improvement. Only a quarter of the pa- 
tients in this group seemed appreciably helped by strep- 
tomycin therapy. The duration of the disease process 
before therapy may well be inversely related to the 
end results, as two out of three of the younger children 
with fibrocaseous disease were much improved and the 
third was slightly improved. 


Although the degree of general symptomatic im-.. . 


provement and weight gain was impressive in almost 
all patients including those whose roentgenograms were 
unchanged, the objections to the indiscriminate use of 
streptomycin '° preclude its use in children except where 
specifically indicated. The value of streptomycin as a 
preoperative and postoperative measure in thoracic 
surgical procedures has been well accepted." In these 
instances it is well to plan its use to coincide with the 
time of surgical election and for that phase of the dis- 
ease or treatment when results might be most beneficial. 
The occurrence of certain respiratory diseases such as 
measles and pertussis in children with pulmonary tuber- 
culosis is so apt to cause an appreciable flare-up of the 
tuberculous process that it is wise to administer strepto- 
mycin for a period of 14 days at such a time.’ 

The use of adjunctive therapy has gained increasing 
recognition in the treatment of tuberculosis.’* At the 
present time para-aminosalicylic acid appears to be the 
drug of choice to use with streptomycin (because of its 
efficacy and tendency to retard the rate of emergence 
of streptomycin resistant organisms).'* Thiazosulfone 
has also proved of definite value in the treatment of 
tuberculosis, particularly when miliary or meningeal 
tuberculosis is involved.'* Interest in the use of the thio- 
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semicarbazones as adjunctive therapy has been created 
by recent reports,'* a few of which have dealt with chil- 
dren.'® From the experience with the small number of 
children in the present series and a much larger number 
of children with miliary and meningeal disease, there 
seems little doubt that an optimal therapeutic regimen 
should include adjunctive therapy.'® The accumulating 
evidence that such additional agents delay the emer- 
gence of streptomycin resistant strains of tubercle bacilli 
particularly favors this practice.’** 

When this study was initiated there was no clear 
agreement about the optimal duration of therapy. More 
recently a majority of workers feel that a period such 
as the 91 days employed in this study is unnecessarily 
long.'*? In the present series, most of the clinical benefit 
was noted in the first six weeks of therapy, although 
the improvement as shown by x-ray did not necessarily 
occur until considerably later. Another more important 
reason for shorter courses of therapy is the increased 
number of resistant organisms which emerge when 


TasBLe 4.—Mortality in Pulmonary Tuberculosis in Infants 


Source of Patients’ Mor- 
Material Age, tality, 
Reference Studied Yr. % 
admission 
Brailey, M. E.: Bull. Johns Hopkins 
Hospital Under 3 14 
admission 
d ou 
patient 
depart- 
ment 
n 
H. A., and K sturi, C.: 
J. Dis. Child. 15 “Guly) 1987... find Under 1 15 
ng 


therapy is carried beyond 42 days.'* In the cooperative 
program of the Army, Navy, and Veterans’ Adminis- 
tration,’*° it was found that there were 35 per cent 


7. Brailey, M. E.: Prognosis in White and Colored Tuberculous Chil- 
dren According to Initial Chest X-Ray Findings, Am. J. Pub. Health 
33: 343-352, 1943. Dunham, E. C.: Pulmonary Tuberculosis in Infants 
Under 2 Years of Age, Am. J. Dis. Child. 47: 149-170 (Jan.) 1934. 

8. (a) Riggins, H. M., and Hinshaw, H. C.: Streptomycin-Tuberculosis 
Research Project of the American Trudeau Society: Summary Report, 
Am. Rev. Tuberc. 59: 140-167, 1949. (b) Report of Clinical Subcommittee, 
American Trudeau Society, Am. Rev. Tuberc. 59: 106-110, 1949. 

9. Footnote 8b. Todd, R. M.: Streptomycin Treatment of Tuberculous 
Bronchopneumonia in Childhood, Brit. M. J. 1: 741-746, 1949. 

10. (a) Berenberg, W.: Therapeutics of Tuberculosis in Infancy and 
Childhood with Special Reference to Chemotherapy, Pediatrics 3: 550-551, 
1949. (b) Boyd, G. L.: Streptomycin in Childhood Tuberculosis, Canadian 
M. A. J. 60: 476-480, 1949. 

11. Beattie, E. J., and Blades, B.: The Use of Streptomycin in Surgical 
Patients, J. A. M. A. 139: 902-906 (April 2) 1949. 

12. (a2) Report of Clinical Subcommittee, American Trudeau Society, 
Am. Rev. Tuberc. 61: 436-440, 1950. (6) Council Report: Current Status 
of the Chemotherapy of Tuberculosis in Man, J. A. M. A. 142: 650-653 
(March 4) 1950. 

13. Lincoln, E. M., and Kirmse, T. W.: Chemotherapy of Tuberculosis 
in Children, Pediatrics 5: 280-295, en 

14. Hinshaw, H. C., and McDermott, W.: American Trudeau Society, 
Medical Section of the National Tuberculosis Association, Am. Rev. 
Tuberc. 61: 145-157, 1950. 

15. Mertens, A., and Bunge, R.: The Present Status of the Chemo- 
therapy of Tuberculosis with Conteben, Am. Rev. Tuberc. 61: 20-38, 1950. 

16. (a) Footnote 12a. (6) Berenberg, W.; Cook, C. D.. and Twinam, C.: 
Chemotherapy in Miliary and Meningeal Tuberculosis, to be published. 
(c) Tucker, W. B.: Evaluation of Streptomycin Regimens in the Treatment 
of Tuberculosis, Am. Rev. Tuberc. 60: 715-754, 1949, 

17. Footnotes 12a and 16c. 

18. Wolinsky, E.; Reginster, A., and Steenken, W.: Drug Resistant 
Tubercle Bacilli in Patients under Treatment with Streptomycin, Am. Rev. 
Tuberc. 58: 335-343, 1948. 
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resistant organisms after 42 days, 50 per cent after 60 
days and 75 per cent after 120 days of streptomycin 
therapy in adults. The same rate of emergence of resis- 
tant strains probably occurs in children since it was 
noted in the cultures of seven out of 11 children in the 
present report. 

Dihydrostreptomycin was not used in this study. Its 
use has been recommended by Carr and co-workers '® 
because of its apparent lower toxicity, but the advan- 
tages have not been confirmed by other authors.'’ The 
indications for employing chemotherapeutic agents, the 
method and timing of their use should be considered 
on an individual basis for each child. These drugs are 
effective therapeutic tools which may be expected to 
supplement but not replace the time-tested measures 
of prevention of reinfection, hygienic regulation, dietary 
supervision, adequate rest and nursing care. 


CONCLUSIONS 
The results of treatment with streptomycin in 27 
patients with pulmonary tuberculosis are reported. The 
need for specific chemotherapy in childhood tubercu- 
losis must be carefully assessed in any given patient in 
the light of previous experience with untreated patients 
of similar age and with comparable lesions. 
Streptomycin is a valuable antibiotic agent in the 
treatment of pulmonary tuberculosis in children, but 
it should not be expected to effect a cure in every case. 
Streptomycin has a particular value in children ill with 
relatively recent tuberculous pulmonary infections of 
an exudative or pneumonic type. It is of doubtful value 
in older children ill with fibrocaseous pulmonary tuber- 
culosis, but may well be useful in younger children ill 
with this type of disease for a shorter period of time. 
The optimal duration of treatment and the value of 
adjunctive therapy are discussed. 


ABSTRACT OF DISCUSSION 


Dr. J. A. MEYER, Minneapolis. In our experience with tuber- 
culosis among children over 30 years we have found that the 
vast majority who developed primary lesions as manifested by 
the tuberculin reaction do not require treatment. X-ray evi- 
dence of location of lesions has been present in only about 5 
to 8 per cent of the cases when or soon after allergy was first 
elicited by the tuberculin reaction. Once a lesion in the pulmo- 
nary parenchyma casts a dense homogeneous shadow, we have 
not been able to determine from x-ray inspection alone whether 
it represents an area of atelectasis or a primary focus with col- 
lateral inflammation. Bronchoscopy usually determines whether 
bronchial obstruction is resulting in atelectasis and if so, 
whether it is due to extrinsic pressure of lymph nodes or exu- 
date from a parenchymal lesion. In either case streptomycin 
often brings fairly prompt relief. If an area of atelectasis is 
permitted to remain long, there is a likelihood of nontubercu- 
lous infection developing in the area, which may later result 
in bronchiectasis. When the bronchoscopist finds no evidence of 
obstruction, one is reasonably certain that the x-ray shadow 
represents a primary parenchymal focus. The majority of such 
foci, although they cast sizable shadows from which they can- 
not be differentiated from the exudative reinfection type of 
lesion, persist for months without causing severe symptoms, 
then slowly resolve so as to be undetectable by x-ray inspection. 


19. Carr, D. T.; Hinshaw, H. C.; Pfuetze, K. H., and Brown, H. A.: 
The Use of Dihydrostreptomycin in the Treatment of T 
of Chest 16: 801-822, 1949. 
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In a few of them evidence of calcific deposits may later be seen. 
In a small percentage of the patients with newly developed pri- 
thary parenchymal lesions, fever malaise and so forth may be 
present, and the erythrocyte sedimentation rate is accelerated. 
The symptoms are of short duration, rarely lasting more than a 
few weeks, and later the sedimentation rate returns to normal. 
In the remaining 92 to 95 per cent of the children who develop 
primary tuberculosis, the lesions are not large enough or dense 
enough to cast x-ray shadows or they are in that part of the 
lung not visualized by x-ray films or in other parts of the body. 
In some of them at a later time, shadow-casting calcium de- 
posits may be seen in the lung parenchyma or hilum region. 
However, of all the children we have observed who have de- 
veloped primary tuberculosis, such calcific deposits are rarely 
seen in more than 20 per cent. In these cases with primary 
lesions demonstrable by x-ray inspections, with symptoms and 
increased sedimentation rate, we have not used antibiotics or 
para-aminosalicylic acid therapy for three reasons: 1. These 
drugs are not germicides; they only suppress tubercle bacilli. 
2. The danger of emergence of a preponderance of strepto- 
mycin-resistant bacilli which could render this drug useless in 
the event of a subsequent emergency such as meningitis, miliary 
disease or tuberculous pneumonia exists. 3. Practically all such 
primary lesions resolve without the use of such drugs. We look 
on lesions which develop in children two or three months or 
more after allergy is established as the reinfection or clinical 
type of disease. Such lesions which appear in the lungs during 
the first few years of a child’s life are likely to be exudative 
and may be considered as areas of tuberculous pneumonia. 
They may be the result of direct spreads of tubercle bacilli 
from the primary lesions or from exogenous reinfections. The 
tissues are highly allergic, therefore the tuberculoprotein which 
is SO poisonous to them causes necrosis, and evidence of cavi- 
tation is soon present. These lesions can prove fatal in a short 
time. In our opinion it is this reinfection type of pulmonary 
tuberculosis in infants which has frequently been mistaken for 
primary foci, which were assumed to be rapidly progressive 
and fatal. While we feel that drug therapy is not indicated for 
primary lesions, it is an extremely important part of the therapy 
for acute, exudative, reinfection type of tuberculosis, whether it 
be in infants, children or adults. 

Dr. W. L. Howarp, Northville, Mich.: In our experience, we 
find that where the reinfection type of tuberculosis is present in 
the child, we must treat that essentially the same as if it were 
found in the adult, so that rather than depending on the drug 
by itself, we are using collapse therapy methods in these chil- 
dren. Sometimes we find it is necessary to carry them over very 
long periods of time, up to three, four or five years, until con- 
trol of the disease can be obtained. While that is going on, I feel 
that it is necessary to restrict the dosage of streptomycin in 
order to preserve its prolonged effect and prevent the emer- 
gence of resistant strains of tubercle bacilli. Where we are deal- 
ing with the caseous or cavernous lesions, we also use para- 
aminosalicylic acid with streptomycin and depend on its effect 
in delaying or probably preventing the emergence of resistant 
strains. | would like to caution about the use of large doses 
of streptomycin in these tuberculous children, because a child 
whose vestibular damage is severe or who has lost the sense 
of hearing, has a terrific handicap to carry for the rest of his 
life. I would also like to caution against the treatment of the 
reinfectious type of tuberculosis outside of the tuberculosis 
sanatorium. 


Dr. WILLIAM BERENBERG, Boston: I with the general 
concept of trying to treat the tuberculous child early, but would 
add a word of caution about treating those who are merely 
tuberculin reactors. If a previously tuberculin-negative child 
becomes a positive reactor after a known, recent exposure, then 
one may assume an early lesion which may or may not be sub- 
sequently significant. It is then reasonable to weigh the advan- 
tages of treating an early lesion against the disadvantages of 
streptomycin therapy. On the other hand there is no evidence 
to favor treating even infants who react positively to tuberculin 
since the primary focus of infection may be several months old 
and well healed at the time the positive reaction is 
demonstrated. 
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SUBDERMAL INJECTION AS A 
MODE OF ADMINISTRATION 
OF MERCURIAL DIURETICS 


Leon J. Warshaw, M.D. 
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Theodore H. Greiner, M.D. 
Nathaniel T. Kwit, M.D. 
Joseph L. Gluck, M.D. 
Harold L. Otto, M.D. 
Milton L. Kramer, M.D. 


and 
William Zahm, M.D., New York 


The organic mercurial diuretics are usually adminis- 
tered by intravenous or intramuscular injection. The 
intravenous route has in recent years become less popu- 
lar because of serious réactions. Perivenous infiltration 
sometimes resulted in thrombophlebitis. Also, several 
reports of sudden deaths have appeared in the litera- 
ture.t Although possible improvement in the methods 
of manufacture and the combination of these com- 
pounds with theophylline have reduced their irritant 
properties * so that sloughs are now uncommon, con- 
siderable irritant action still remains, and standard writ- 
ings on the subject warn against the subcutaneous 
injection or fail to mention it as an acceptable route 
of administration.* While intramuscular injection is 
not entirely free from pain or other discomforts in 
many patients, and in some these are fairly severe, 
this is now generally the method of choice. 

A blind-test study which we made a few years ago * 
showed that the compounds vary in the intensity of 
their irritant action in muscle, and in a comparison of 
mercurophylline with meralluride (mercuhydrin sodium 
solution®) in patients, the latter drug proved consider- 
ably less painful.** In a recent study on the manage- 
ment of patients with congestive failure, to whom we 
gave a dose of the diuretic daily, meralluride was given 
by the intramuscular route exclusively.° From the 
standpoint of local reactions, this procedure proved 
highly satisfactory. We found that, when the injection 
was made deep into the buttock muscles, pain was 
usually negligible and signs of local irritation were 
rare. Other areas of muscle more convenient for the 
injection often proved similarly useful. We adopted 
the practice, in some instances, of teaching the technic 
to the patient or a member of the family in order to 
eliminate the need for such frequent visits to the physi- 
cian or clinic. The results, however, were not always 
satisfactory. The patient sometimes returned with fibrous 
nodules, which had not followed injections by the 
physician. The person administering the injection may 
have failed to penetrate the muscle with the needle 
because of timidity or use of the lower rather than 
the upper outer quadrant. These and other experiences 
suggested that nodule formation may, in part, have 
resulted from injection into the adipose tissue. 
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A possible solution to this difficulty was provided by 
Dr. Ralph M. Sussman of the Beth Israel Hospital 
staff, who observed that meralluride administered sub- 
cutaneously with a small hypodermic needle, 25 or 26 
gage 4% to % inch (1.3 to 1.9 cm.), was free from local 
reactions, except for a fleeting sting. Similar results from 
more than 1,000 subcutaneous injections of meralluride 
were later published by Sussman and Stein.* Since 
then we have learned of others who stated they injected 
the mercurial subcutaneously with a small hypodermic 
needle, presumably without injury to the patient. These 
observations were not in accord with our own in which 
patients, using a long needle for intramuscular injection, 
often had subcutaneous fibrous nodules, which some- 
times gave the buttock the appearance of a cobblestone 
road. It occurred to us that the difference in results 
might be due to the fact that the very short needle 
deposited the drug in the subdermal tissues relatively 
free of fat, where the local response to the drug might 
be more like that in muscle than in highly fatty regions. 
Ray and Burch ’ stated that absorption of the mercurial 
diuretics is more rapid from muscle than from sub- 
cutaneous tissue and poorest from adipose tissue and 
that sloughs may occur in both of the latter. Possibly 
the longer storage of the drug in the adipose tissue 
mezy be a factor in the formation of fibrous nodules. 
In view of those reports, we made a study of the 
response to the subdermal use of meralluride. We also 
examined the effects of subdermal injection of mercuro- 
phylline and of mersalyl and theophylline. 


David, Josephine and Winfield Baird Fellow (Dr. Gluck). 

Research Fellow, National Institute of Health (Dr. Greiner). 

From the Department of Pharmacology of Cornell University Medical 
College, the Cardiovascular Research Unit of the Beth Israel Hospital 
and the Cardiac Service of the Hospital for Joint Diseases. 

This paper deals chiefly with meralluride. Mercaptomerin sodium 
(thiomerin sodium®), one of the newer mercurial diuretic agents 
for subcutaneous administration, is not mentioned, since this forms the 
subject of a separate report which is to follow. 
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METHOD 

The subjects of this study were 200 adults (101 
men, 99 women) with the common etiological types 
of heart disease. Approximately half of these patients 
attended our cardiac clinics, and the rest were under 
private care of several of us. All had congestive 
failure and were maintained on a regimen including a 
dose of a mercurial diuretic at intervals of seven days or 
less as a means of controlling their congestive failure. 
Prior to this study, with few exceptions, they had been 
receiving meralluride intramuscularly. During the period 
of the study the drug was given in similar doses and at 
similar intervals by subdermal injection. In all other 
respects the treatment remained unchanged. 

The subdermal injections were made in the conven- 
tional manner in the deltoid regions of the arms, in 
the outer upper quadrants of the buttocks or in the 
upper anterior portions of the thighs. A 26 gage 
% inch (1.9 cm.) needle was used. Most of the 
injections were given by a physician. In a few patients, 
a nurse, the patient himself or a member of his family, 
trained in the technic, made the injection. The injec- 
tions were given alternately in the two sides of the body 
and always in tissue free from evidence of a reaction 
to previous doses. 

The patient was instructed to observe the site of 
each injection for signs of reaction. During the patient’s 
return visits, the examiner inspected the site of injec- 
tion and asked about symptoms and signs of a local 
reaction, the onset, kind, severity and duration. Special 
attention was directed toward pain, tenderness, red- 
ness, inflammatory induration, ecchymosis and fibrous 
nodules. 

The matter of designating a symptom or sign as a 
local reaction presented something of a problem. To 
count as such every sting or pinkish discoloration would 
seem to provide information of no practical importance. 
A fairly severe sting, local tenderness lasting only a few 
minutes to approximately a half-hour or a milder reac- 
tion of several hours’ duration might produce relatively 
little distress and leave no permanent tissue injury. Such 


TABLE 1.—Summary of Results of Subdermal Injections 
of Meralluride 


Average no. of injections per patient.....................4.. 5.7 
Interval between injections. 1-7 days 
Percentage of patients with “troublesome” reactions........ 26.5 
Percentage of injections causing “troublesome” reactions... 8.7 
Subdermal method discontinued 

Average no. of injections per patient.............. 7.3 


reactions might well present no obstacles to the con- 
tinued use of the particular route of administration. 
Similar reactions from many drugs given by parenteral 
injection, such as morphine, meperidine (demerol®) 
hydrochloride or penicillin, are extremely common. 
The same is true of punctate capillary damage in 
areas as small as 0.25 or 0.5 cm., which is visible but 
causes no distress and vanishes completely in approxi- 
mately one day. It seemed more important for us to 
consider as reactions local tissue changes sufficiently 


J.A.M.A,, April 7, 1951 


annoying or distressing, or of sufficient size, severity 
or duration, to create a special problem that might 
threaten continued treatment. A classification of effects 
into “insignificant” and “troublesome” seemed to us 
a more useful way of dealing with local reactions. 
There is obviously no sharp differentiation. Further- 


TaBLe 2.—Types of Troublesome Reactions to Subdermal 
Injections of Meralluride 


Injections Did Injections 


Troublesome Not Have to Be ad to 

Reactions Discontinued Discontinued 
No. of No. of rl No. of 
Type of No.of Injee- No.of  Injee- 0.of  Injee- 
Reaction Patients* tionst Patients* tionst Patients* tionst 

Total trouble- 53 99 45 71 8 28 
reac- (26.5% )% (8.7%) (22.5%) (63%) (4.0%) (2.5%) 

ons 

Severe pain 14 18 9 10 5 8 
(7.0%) (4.5%) (0.9%) (2.5%) (0.7%) 

Ecchymosis 6 5 6 1 1 
(3.0%) (0. (2.5%) (0.5%) (0.5%) (0.1%) 

Nodules 


40 37 64 3 21 
(20.0%) (7. 3%) (18.5%) (566%) (1.5%) (1.9%) 
*Some patients had more than one type of ———.. 


+ Some injections caused more than one type of re 
percentages refer to 200 patients and to the 1 injections. 


more, the significance of local reactions varies with 
the temperament of the patient. For example, one 
patient might ignore a dime-sized ecchymosis or pain 
following every injection, while to another the recur- 
rence of such reactions would present a psychological 
hazard. In listing the local reactions to subdermal 
meralluride, we adopted the plan of including only 
those which presented the patient with a problem. 
Sometimes it was a problem of equivocal consequence; 
other times, a disorder that threatened further treat- 
ment. For example, pain might be so severe and lasting 
that the patient is apprehensive of subsequent injections; 
ecchymosis might be of such size and duration that a 
tattooed appearance occurs after several doses, or a 
productive tissue reaction might produce nodules. 

In the course of the study, 200 patients received a 
total of 1,132 doses. The frequency of injections 
varied from one every day to one every seven days. 
There were wide differences in the number of doses 
received by different patients. The average was 5.7 
injections per patient. ve 

The results with meralluride are summarized in 
tables 1, 2 and 3. Table 1 shows that local reactions 
of some significance occurred in 26.5 per cent of the 
200 patients (8.7 per cent of the 1,132 injections). 
However, only eight patients (4 per cent) requested a 
return to the intramuscular route. Pain, nodules, ecchy- 
mosis or combinations of these reactions disturbed these 
patients sufficiently so that they requested the discon- 
tinuance of subdermal administration. There were no 
inflammatory indurations or sloughs. 

Table 2 gives the distribution of troublesome reac- 
tions. Fibrous nodules were most frequent, occurring 
in 20 per cent of the patients (7.5 per cent of the 
injections). Pain was next in frequency and occurred 
in about one third as many patients (approximately 
one fifth as many injections) as those with nodular 
reactions. Ecchymosis, the least frequent reaction, 
developed in one seventh as many patients (approxi- 
mately one twelfth as many injections) as did the 
fibrous nodules. 
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The factors in table 3 seem to influence the incidence 
of local reactions. They occurred about four times as 
frequently after the 2 cc. dose as after the 1 cc. dose. 
The site of injection seems to be of some importance. 
The risk of a local reaction appears to be greater 
with the arm than with the buttock as the site of injec- 
tion. The data also show that the risk of a local reaction 
is more than 2.5 times as great among patients treated 
in the clinic as in those treated in the physician’s 
private office. We have no facts to explain this latter 
phenomenon. It provides a basis for interesting specu- 
lation. 

Of the 1,132 injections of meralluride, 484 were 
made with the solution from the 2 cc. ampules and 
648 from the 10 cc. vials (125 vials). The results are 
indistinguishable. 

The results in table 4 were obtained with a small 
number of patients given two other mercurial diuretics 
by subdermal injection. In each of the 11 patients who 
received either mercurophylline or mersalyl and theo- 
phylline a troublesome local reaction developed. 


COMMENT 

The literature on the subcutaneous administration of 
meralluride is scant. Sussman and Stein ® stated that 
more than 1,000 meralluride injections given this way 
produced no local reactions except brief stinging in 
some patients. They expressed the view that there is 
considerably less pain after the subcutaneous than after 
the intramuscular injection. They emphasized the utility 
of subcutaneous meralluride for self administration in 


TaBLE 3.—Possible Factors in the Incidence of Troublesome 


Reactions 
Troublesome Reactions 
Patients Injections 
No. of 
No.of Injee- Percent- Percent- 
Factor Patients* tions No. age age 
Dose, ee. 
73 334 10 13.7 10 3.0 
158 760 45 29.4 89 11.7 
Site 
139 414 41 29.5 66 15.9 
Buttock.......... 9s 440 19 19.4 32 7.3 
Thigh (anterior 
surface)........ 22 278 1 4.5 1 0.4 
Injected by 
Physician (total) 19% 807 53 27.0 99 12.3 
Private......... 57 318 12 21.1 20 6.3 
Clinie........++: 139 489 41 29.5 79 16.2 
Member of 
5 76 
4 174 


*The total number of patients listed under each factor exceeds 200 
because some are included in more than one subgroup. 


the treatment of congestive failure. Koffler and Bren- 
ner * described the results of 217 subcutaneous injec- 
tions of meralluride in the deltoid region of the arm in 
69 adult ambulatory cardiac patients with congestive 
failure. They stated that 10 per cent of these injec- 
tions resulted in painful local reactions, ecchymoses and 
fibrous nodules. The analysis did not reveal the pro- 
portion of the patients who tolerated the injections 
without local reactions. A reliable comparison of their 
data with those in the present study is not feasible, 
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since we are uncertain that the criteria for the severity 
of the reactions are similar. It might well be that 
some which they regarded as negligible might have 
been included among the troublesome reactions in our 
group and vice versa. 


TABLE 4.—Local Reactions to Subdermal Administrations of 
Mercurophylline and Mersalyl and Theophylline 


Dose, 
Drug Patient Site Ce. Reactions 
Mercurophylline §8.W. Buttock 0.5 Moderate pain for % hr. 
injection S. M. Arm 0.5  Eechymosis, tenderness, 
severe pain for 1 wk. 
‘ R. K. Arm 0.5 Immediate ecchymosis, 
very severe pain and 
— with heat for 
1 wk. 
M. A. Arm 0.5 Moderate pain, fibrous 
nodule 
H.S8. Arm 0.5 Severe pain 2 days, fibrous 
A. L. Arm 1.0 Severe pain, large fibrous 
nodule. Had received 25 
subdermal injections of 
2 meralluride injec- 
tion in arm without re- 
actions 
Mersaly!l and M. J. Arm 0.5 Slight burning for 20 min. 
theophylline G.A Arm 05 for more than 
injection 
Arm 0 Pain for 2 days, ecchy- 
mosis and for 
more than 1 wk. 
J.H Arm 0.5 Pain for 2 yes eechy 


mosis and — for 
more than 


wk. 
I. P. Buttock 0.5 Moderate aie for 3 hr. 


The present study of i,132 meralluride injections 
in 200 ambulatory cardiac patients with congestive 
failure indicates that the subdermal route is satisfactory 
in three out of four patients, and, in this experience, 
more than nine out of 10 injections given this way 
were tolerated without local reactions of any conse- 
quence. 

The question of the diuretic efficacy of meralluride 
by the subdermal route was not subjected to a system- 
atic study, but the vast majority of the patients had 
been under treatment for congestive failure with meral- 
luride administered intramuscularly, and the shift to 
the subdermal route during the course of this study 
failed to reveal any appreciable change in the control 
of that condition. The experience with this group leaves 
us with little doubt that the subdermal and intramuscu- 
lar administrations of meralluride show no substantial 
quantitative differences in their diuretic effects. 


SUMMARY AND CONCLUSIONS 


The results of a study of the local reactions to the 
subdermal use of some mercurial diuretic agents, chiefly 
meralluride, are presented. Observations were made of 
the local reactions to 1,132 subdermal meralluride in- 
jections in 200 cardiac patients with congestive failure. 
The doses varied from 0.5 to 2.5 cc. In 484 injections 
the material was obtained from the 2 cc. ampules and in 
648 injections from the 10 cc. vials. No appreciable 
difference between the two materials was evident. The 
results show that three out of every four patients tolerate 
subdermal meralluride injection either without any local 
reaction or without reaction of any consequence. In the 
fourth patient, reactions at the site of injection occur 
in the form of pain, ecchymosis, fibrous nodules or 
a combination of these, with intensity sufficient to 
threaten the continuation of the treatment. 


8. Koffler, A., and Brenner, J. J.: Mercuhydrin Administration by 
Subcutaneous Injection, New York State J. Med. 50: 323, 1950. , 
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In those patients who are susceptible to a trouble- 
some reaction at the site of injection, such a response 
does not occur with each administration. In this study, 
a “troublesome” reaction developed after approximately 
one out of every three injections. More than 9 out of 
every 10 injections were well tolerated without signifi- 
cant local reactions. The likelihood of troublesome 
reactions varies with several factors; it increases with 
the size of the dose and is greater with the arm than 
with the buttock as the site of injection. From the 
standpoint of the diuretic efficacy, the subdermal and 
intramuscular injections show no appreciable difference. 
In a small group of patients, mercurophylline and 
mersalyl and theophylline proved to be much more 
active than meralluride in the production of trouble- 
some reactions at the site of administration. 

The subdermal use of meralluride supplies an impor- 
tant need in the treatment of congestive failure. It 
affords a satisfactory method for self administration, 
since patients master the technic of subdermal injection 
much more readily than that of the deep intramuscular 
injection. 


PENICILLIN IN THE PROPHYLAXIS OF 
OPHTHALMIA NEONATORUM 


H. H. Davidson, M.D. 

Justina H. Hill 

and 

N. J. Eastman, M.D., Baltimore 


With the demonstration that penicillin is highly gono- 
coccocidal, the question naturally arose as to whether 
it might not be preferable to silver nitrate as a pro- 
phylactic agent against ophthalmia neonatorum. Any 
study of the advisability of substituting penicillin for 
silver nitrate should answer several questions. What 
is the best method of administration of penicillin? Should 
it be intramuscular or local and, if local, should it be by 
drops of aqueous solution or by ointment? Are there 
any hazards with penicillin? Is penicillin as efficacious 
as silver nitrate and what is the incidence of ophthalmia 
-neonatorum after the administration of penicillin? Is 
penicillin practical and is it economical? Can penicillin 
be used in home deliveries and in general practice? 


SCOPE OF STUDY 
Before our present study, three clinical series, totaling 
more than 9,000 cases, in which intramuscular penicillin 
was used as a prophylactic against ophthalmia neo- 
natorum, were observed. 
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Series 1.—During 1947 every mother, on admission 
in labor, received 200,000 units of crystalline penicillin. 
G, and this was repeated in 18 hours if she had not 
been delivered. Every infant was given a single injection 
of 50,000 units of penicillin immediately after delivery. 
In this series, 2,463 infants were treated. 

Series 2.—From Jan. 1 to May 1, 1948, the mothers 
were not treated but 798 infants were given intramus- 
cularly 50,000 units of penicillin. 

Series 3.—From Oct. 1, 1947 to May 1, 1950, a 
collaborative study has been carried out at the Sinai 
Hospital, in which 5,980 infants received the same treat- 
ment as in series 2, i. e., 50,000 units of penicillin given 
intramuscularly. 

In the total number of 9,241 infants in these three 
series, there was not a single case of gonococcal oph- 
thalmia. 

Our present series, from May 1, 1948 to March 20, 
1950, with a total of 4,163 infants, is summarized in 
table 1, and the bacteriologic findings are given in table 
2. Three schemes of prophylaxis were used in rotation. 

1. During one week all newborn infants had peni- 
cillin ointment (100,000 units per gram) instilled into 
both conjunctival sacs immediately after birth. The 
amount used in each eye was a segment of ointment, as 
squeezed from the tube, about half an inch in length. 
This was equivalent to approximately 0.07 Gm., or 
7,000 units. 

2. The following week every infant was given 10,000 
units of aqueous penicillin by intramuscular injection. 

3. During the third week silver nitrate prophylaxis 
was carried out by the instillation into both conjunctival 
sacs of two drops of 1 per cent silver nitrate from wax 
ampules. The eyes were flushed out with normal saline 
solution after the administration of silver nitrate. 

These three methods were used in rotation through- 
out the study. The infants were observed carefully for 
10 days, and any ocular abnormality was recorded. 
Cultures were taken from infants showing any dis- 
charge while in the nursery and, whenever possible, 
from those showing a discharge at home during the 
first 10 days of life. 


OBSERVATIONS 


As shown in table 1, after the administration of peni- 
cillin ointment, only 10.6 per cent of the infants showed 
one or more signs of conjunctival irritation, and in only 
4.4 per cent did any discharge develop. For the purpose 
of this study any type of discharge was considered 
significant. In the group given penicillin intramuscu- 
larly, 13.8 per cent showed one or more signs of irri- 
tation and 7.5 per cent had some discharge. There was 
a striking difference in the silver nitrate group in which 
51.3 per cent of the infants showed evidence of irri- 
tation, and in 28.9 per cent a discharge developed. It 
should be noted that no case of gonococcal conjuncti- 
vitis was encountered and no case was classified clini- 
cally as ophthalmia neonatorum. The eyes of all the 
infants were clear by the tenth day of observation. 

A specimen for culture and smear was taken from 
every eye in which a discharge developed while the 
infant was in the hospital and from the eyes of as many 
infants as possible in the home. The results of these 
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findings are tabulated in table 2. The material for 
culture was collected on sterile cotton swabs, which 
were placed at once in a semisolid starch agar carry- 
ing medium. Plates were made as soon as possible on 
a medium consisting of the Difco Bacto-G C Medium 
Base, enriched with Bacto-Hemoglobin and Bacto-Sup- 
plement B. After incubation in a candle jar for 48 hours 


TABLE 1.—Comparison of Results in Treatment of 4,163 Infants 


Showing 
or M 
Showing No_ Signs 
Number of Signsof of Irrita- Dis- 

Drug Infants Redness Edema _ charge 

Penicillin 1,436 115 87 63 
ointment * (4%) (10.6%) (8.0%) (1%) (44%) 

Intramuscular 1,359 1,172 187 120 109 102 
ection of (86.2%) (18.8%) (88%) (8.0%) (7.5%) 

penicillin ¢ 

Silver 666 702 620 617 396 

nitrate 3 (48.7%) (51.8%) (45.38%) (45.1%) (28.9%) 


* The penicillin ointment employed contained 100,000 units per gram, 
and approximately 0.07 Gm., or 7,000 units, were instilled into each con- 
junctival sac. 

+ The amount of penicillin given intramuscularly was 10,000 waite. 

t The silver nitrate was a 1 per cent solution from wax ampu 
drops were inst in each conjunctival sac. 
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For the determination of the preprophylactic flora 
of the newborn’s eye, material from the conjunctival 
sacs of 122 infants was cultured immediately after 
birth. The same culture technic as described above was 
employed, and the same criteria for significant cultures 
used in table 2 were followed. As seen in table 3, 86.9 
per cent of the infants showed sterile cultures. Thirteen 
cases, or 10.7 per cent, had significant cultures. Of 
these, five were staphylococci, two were Escherichia 
coli, two were atypical gram-negative bacilli, and there 
was One case each of Pseudomonas aeruginosa, of a 
diphtheroid, of Alcaligenes and of a yeast. Allen and 
Barrere ' in their two series found that the incidence 
of contamination of the conjunctiva of the newborn was 
approximately 34 per cent and that about the same 
number of eyes were contaminated by passage through 
the birth canal, whether or not the mother had been 
given penicillin at the onset of labor. In a study of the 
bacterial flora of the eyelids of 100 infants at the time 
of delivery, Franklin and Loeb * found 96 per cent of 
the cultures positive. Staphylococci, E. coli and strepto- 


TABLE 2.—Bacteriologic Findings 


Intramuscular Injection 
Penicillin Ointment of Penicillin Silver Nitrate 
“No.of Group %of “No.ot %ot Group % of No.of %ofGroup %of 
Group Infants Total Cultures Infants Total Cultures Infants Total Cultures 

Total treated 1,436 100.0 1,359 100.0 1,368 100.0 
Total cultured * 40 2.8 100.0 105 7.7 100.0 252 18.4 100.0 
No infection t 22 onseuk 55.0 59 Ry 56.2 201 eer 79.8 
14 35.0 38 36.2 154 61.1 
Insignificant ... 8 20.0 21 20.0 47 18.7 
Infection doubtful § w «= 6B 0.35 12.5 19 14 18.1 15 1.1 5.9 
Infection proved or probable ||............. 13 0.9 $2.5 27 19 25.7 36 - 26 14.3 


* Eleven ahr cultures from two infants treated with penicillin ointment, two given penicillin intramuscularly and seven treated with silver 


nitrate were 
diphtheroid 


mit 
t Findings indicative of no infection; no organisms seen in smears: (1) cultures sterile; (2) less than 50 colonies of Micrococcus pyogenes albus or 


t “No infection” cases were not calculated in terms of per cent of total series here, because the uninfected cases include not only these cultured cases 
cultured cases. 


but also the un 
g Findings 1 inconclusive in regard to infection; no org 


theroids, even if not seen in s 


at 36 C., the plates were examined and smears and 
subcultures made. Gram-negative diplococci were tested 
for their fermentation reactions, which were important 
in view of the occasional isolation of species of Neisseria 
that were not gonococci. Staphylococci were tested for 
chromogenesis, hemolysis and coagulase and in general 
were coagulase-negative. Gram-negative bacilli were 
identified by appropriate subculture methods. 

It is evident from table 2 that the smallest number, 
40 cases, 2.8 per cent, requiring culture was in the 
group treated with penicillin ointment. In contrast, 
cultures were indicated in 105 cases, 7.7 per cent, of 
the group given penicillin intramuscularly and in 252 
cases, 18.4 per cent, of the silver nitrate series. While 
32.5 per cent of the 40 cases given penicillin ointment 
showed proved or probable infection, this represented 
only 0.9 per cent of the group total. This observation 
compares favorably with the 27 cases, 1.9 per cent, and 
the 36 cases, 2.6 per cent, of proved or probable infec- 
tions in the group given penicillin intramuscularly and 
the silver nitrate group. It is, therefore, evident that the 
bacteriologic advantage, as well as the factor of irri- 
tation, is in favor of penicillin ointment. 


anisms in smear and more than 50 colonies of M 
Findings indicative of infection: (1) observed in both 
ars. 


. pyogenes albus or diphtheroids. 
smears and cultures : (2) organisms not M. pyogenes albus or diph- 


cocci accounted for 76.5 per cent of the organisms 
found. In our experience, however, the conjunctival 
sacs are free from organisms at birth in the majority 
of infants. 

In the belief that the findings from infants delivered 
by cesarean section from untreated mothers with intact 
membranes might afford some insight as to the irri- 
tative effect of chemoprophylaxis alone in the con- 
taminated eye, these cases were tabulated separately, 
as shown in table 4. No evidence of irritation was found 
in 92.2 per cent of the 51 infants given penicillin oint- 
ment or in 97.4 per cent of the 38 cases given penicillin 
intramuscularly. Only one infant in each group had a 
discharge. In the silver nitrate group only 60.5 per cent 
of the 43 cases remained free from symptoms, and in 
eight, or 18.6 per cent, a discharge developed. 

In an effort to determine the incidence of gonorrhea 
in our clinic population, a cervical culture was taken 
from 257 patients in the last trimester of pregnancy. 


1. Allen, J. H., and Ba , L. E.: Prophylaxis of Gonorrheal 
thalmia of the Newborn, J. A. "'M. A. 141: 522 (Oct. 22) 1949. 
2. Franklin, H. C., and Loeb, L. N.: Bacterial Flora’ in Infants 


Encountered at Time of Delivery, Am. J. Obst. & Gynec. 56: 738, 1948. 
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These observations are summarized in table 5. In seven 
of the patients the gonococcus was found and confirmed 
by sugar fermentation. This was an incidence of 2.7 
per cent. Tucker, Trussell and Plass in 1939 * reported 
an incidence of gonorrhea of 4 per cent in 500 patients 
in the last two months of gestation. Allen and Barrere ' 
reported an incidence of 1.5 per cent in 531 patients 
in the same clinic in 1949. 


TaBLeE 3.—Results of Preprophylactic Eye Cultures 


Number of Sterile Significant Doubtful 
Infants Cultures Cultures Cultures 
122 106 * 13 ¢ 3 
(86.9%) (10.7%) (2.5%) 


* Includes eight cesarean section infants. 
+ Includes two cesarean section infants. 


TABLE 4.—Cesarean Section Infants from Mothers with Intact 
Membranes and Without Penicillin Prior to Operation 


Show- 

Show- ing One 
ing No or More 
Signs of Signs of 
No. of Irri- Irri- Dis- 
Drug Infants tation tation Redness Edema _ charge 


Penicillin ointment 51 47 4 4 3 1 
(92.2%) (78%) (78%) (5.9%) (1.96%) 
Intramuscular injee- 


tion of penicillin 38 1 


37 1 
(97.4%) (2.6%) (26%) 


Silver nitrate...... 43 26 VW 16 15 8 
(60.5%) (39.5%) (87.2%) (34.9%) (18.6%) 

The patients with positive cultures were allowed to 
continue their pregnancy without treatment. The dis- 
ease was asymptomatic in all these cases, and it was 
believed that it would continue as such. The gonococcus 
was recovered by culture from all four patients from 
whom cervical specimens were obtained at delivery. 
Preprophylactic eye cultures were taken from these four 
infants, and in two cases the gonococcus was isolated 
from the conjunctival sac. As shown in table 5, the 
type of prophylaxis was fairly evenly distributed in this 
group. No abnormality was noted in the eyes of any of 
these infants during the 10 day period of follow-up. 
These results confirm the concept that the eyes of every 
infant are not necessarily contaminated in passage 
through an infected birth canal. 

The most inexpensive form of prophylaxis is the 
local instillation of locally prepared 1 per cent silver 
nitrate, but because of the possibility of error in the 
compounding of the solution and the evaporation fac- 
tor, wax ampules are generally preferred to local prepa- 
rations. We have found that even the wax ampules are 
sometimes defective and there is some evaporation. 
On the present market the wax ampules cost four cents 
each, and thus the cost of prophylaxis for each infant 
is four cents. 

We believe that the best method of utilizing peni- 
cillin is in the ointment form. Sorsby * and others have 
shown that drops of the aqueous solution of penicillin 
must be applied repeatedly and at frequent intervals 
to obtain therapeutic results. The nursing time thus 


3. Tucker, W. W.; Trussell, R. E., and Plass, E. D.: Latent Gonorrhea 
Obstetric Patients, Am. J. Obst. & Gynec. 38: 1055, 1939. 
4. Sorsby, A.: Local Penicillin Therapy in Ophthalmia Neonatorum, 
Brit. M. J. 1: 903, 1945. 
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required practically prohibits this as a routine prophy- 
lactic measure. A single application of the ointment 
produces a more sustained level of penicillin. In our 
series the results with penicillin given intramuscularly 
are certainly comparable to those obtained with peni- 
cillin ointment. However, with the intramuscular technic 
there is the constant possibility of producing a Herx- 
heimer reaction and of masking syphilis. It has been 
shown by a number of workers that, in the treatment 
of external eye infections, penicillin is much more 
efficacious when applied locally. This should also be 
applicable to prophylaxis. In the earlier study when 
each infant was given intramuscularly 50,000 units of 
penicillin there were two unexplained deaths in syphi- 
litic infants, and the question of a Herxheimer reaction 
was raised in each case. 

On the present market a 200,000 unit vial of peni- 
cillin costs 20 cents. Each 10,000 units would thus 
cost only one cent. With allowance for wasted drug and 
the use and breakage of syringes and needles, the cost 
for the prophylaxis of each infant would certainly be 
several fold increased. In our experience the 3.6 Gm. 
tube of ointment supplies enough for an average of 
25 infants. The cost of each tube of ointment is 85 
cents, and hence the cost for the prophylaxis of each 
infant is 3.4 cents. Thus the cost of the ointment com- 
pares favorably with the other two methods. 

The objection may be raised both to penicillin oint- 
ment and the intramuscular injection of penicillin that 
sensitization to this antibiotic may be produced, so that 
any subsequent administration of penicillin would be 
followed by a reaction. In the 12,036 penicillin cases 
reported in this paper, sensitization is known to have 
developed in only one infant; and this followed the 


TABLE 5.—Summary of Patients with Cervical Cultures 
Positive for Gonococcus* 


Preprophy- 
Cervical Culture at lactic Eye 
Patient | Culture Prophylaxis Follow-Up 
O.M. 2 repeat cultures prior to None Ointment Normal 


delivery negative 


D.B. Positive culture day prior None Silver nitrate Normal 


to delivery 
E. T. Treated by mistake...... None Intramuscu- Normal 
lar injeetion 
of penicillin 
R. H Positive Silvernitrate Normal 
C.J. Sterile Ointment Normal 
D. L. Sterile Ointment Normal 
E.U Positive Intramuseu- Normal 
lar injectio 
of penicillin 


* Cervieal cultures of 257 Negro women in the third trimester of preg- 
nancy were positive for gonococeus in 7, or 2.72 per cent. 


intramuscular injection of penicillin. There may have 
been others, but this is the only instance which we 
have been able to discover, despite an appeal to the 
pediatricians of the community to report to us any 
such cases. The likelihood of sensitization does not 
seem important. 

On the basis of the observations reported in this 
paper and those of others documenting the high gono- 
coccocidal potency of penicillin, it is our opinion that 
penicillin ointment is the most efficacious, the safest and 
least irritative agent for the prophylaxis of ophthalmia 
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neonatorum in hospital practice, and we recommend 
it for this purpose in preference to silver nitrate. It 
is not suitable for routine use in home deliveries because 
of the desirability of refrigeration and because busy 
practitioners may conceivably forget about the expira- 
* tion dates printed on the tubes. Since the cost of peni- 
cillin ointment is approximately the same as that of 
silver nitrate ampules and since our nurses find it easier 
to instil, we have encountered no drawbacks to its 
hospital use from the viewpoint of practicability. 

At the present time the prophylactic use of a silver 
preparation is made mandatory by statute in certain 
states, while in others the employment of a prophylactic 
agent approved by the State Department of Health is 
required. Under the latter regulation most state health 
departments have sanctioned silver preparations only. 
In view of the observations reported in this paper, 
together with those of other investigations which also 
document the high efficacy of penicillin as a gono- 
coccocide, it is recommended that, where necessary, 
regulations governing the prophylaxis of ophthalmia 
neonatorum be changed to permit the use of penicillin 
ointment in hospital practice when the physician prefers 
it to silver nitrate. 

SUMMARY 


In 9,241 consecutive newborn treated with penicillin 
intramuscularly as a prophylaxis against gonorrheal 
ophthalmia, not a single case of this disease developed. 
This observation is in keeping with the high gonococco- 
cidal potency of penicillin as reported in the literature. 

In an additional series of 4,163 consecutive newborn 
in whom penicillin ointment, intramuscular injection of 
penicillin or silver nitrate (1 per cent) was used in 
weekly rotation, one or more signs of local irritation 
(redness, edema or discharge) developed in 10.6 per 
cent of the penicillin ointment series, in 13.8 per cent 
of the intramuscular injection of penicillin series and 
in 48.7 per cent of the silver nitrate series. This obser- 
vation is in keeping with the general experience that 
silver nitrate produces chemical conjunctivitis in a high 
proportion of cases. Provided the silver nitrate has 
been used in correct concentration, this chemical con- 
junctivitis does not cause serious or permanent injury 
to the eye, but a number of cases are on record in 
which errors were made in the compounding of the 
silver nitrate, with resultant blindness of the infant. 
Such tragic errors can be avoided by the use of com- 
mercially prepared wax ampules of silver nitrate or by 
the employment of some other agent. 

In our experience penicillin ointment is the most 
efficacious, the safest and the least irritating agent for 
the prophylaxis of gonorrheal ophthalmia in hospital 
practice. In addition, it is easy to instil into the con- 
junctival sac and economical, the cost being about the 
same as that of the silver nitrate ampules. The recom- 
mendation is made that, where necessary, statutes and 
board of health regulations be changed to permit in 
hospital practice the instillation of penicillin ointment 
when the physician prefers it as a prophylaxis against 
ophthalmia neonatorum. 
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PSYCHIATRIC TEAMWORK— 
AN INTEGRATED THERAPY 


Esther Bogen Tietz, M.D. 
and 
Martin Grotjahn, M.D., Los Angeles 


An optimal psychiatric treatment procedure should 
utilize the services of an integrated team of physicians, 
psychotherapists, social workers, psychologists, teach- 
ers, vocational counselors and laboratory technicians, 
under the direction and control of a psychoanalytically 
trained psychiatrist with a broad experience in the 
handling of all types of psychiatric disorders. This team- 
work enables the psychiatrist to treat a considerably 
augmented number of patients, which, in turn, makes 
possible a reduction in the cost of treatment. These pa- 
tients have the advantage of treatment that combines a 
variety of physiological and psychological techniques, 
utilized according to the needs of the individual case. 

In a previous paper, presented before the American 
Psychiatric Association meeting in May 1950, the oper- 
ation of such an integrated team was described, and 
the following points were made: 


1. The development of many psychotic states is re- 
versible, and the reversal can be controlled through 
treatment. In treatment, the patient should not be 
limited to any method because it is the only one a par- 
ticular psychiatrist uses. Each patient is entitled to a 
broad application of medical and psychological knowl- 
edge. Combinations of psychiatric treatment are fre- 
quently used, but without a definite program as to the 
kind of treatment or the order of combining. 


2. The shock therapies have added important tools 
for the treatment of severe mental disorders, but the 
mechanism by which they improve the health and reality 
contact of the patient is unknown. 


3. Shock treatments are often insufficient to sustain 
improvement. Psychotherapy, too, although effective in 
some cases, cannot, in others, be applied until the pa- 
tient is first prepared for it by physical methods. 


4. In the program described, urgent medical and 
environmental needs are met immediately after the ini- 
tial examination. Then, if the reality testing function of 
the ego is adequate, the patient is given psychotherapy. 
If it is too disintegrated, the patient is given electro- 
chemical treatment, in a sanatorium if necessary. Ana- 
lytic insight enables recognition of the presence or 
absence of reality testing and furnishes a gage as to 
which patients need the active physical therapies and 
when they should be used. 


5. When reality contact is reestablished, a specially 
organized office building provides an intermediate social 
environment enabling the patient to make the transition 
from his psychotic or disturbed state to a more realistic 
one and prepares him for the next step: return to his 


Read before the Section on Nervous and Mental Diseases at the Ninety- 
Ninth Annual Session of the American Medical Association, San Francisco, 
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These observations are summarized in table 5. In seven 
of the patients the gonococcus was found and confirmed 
by sugar fermentation. This was an incidence of 2.7 
per cent. Tucker, Trussell and Plass in 1939 * reported 
an incidence of gonorrhea of 4 per cent in 500 patients 
in the last two months of gestation. Allen and Barrere ' 
reported an incidence of 1.5 per cent in 531 patients 
in the same clinic in 1949. 


TABLE 3.—Results of Preprophylactic Eye Cultures 


Number of Sterile Significant Doubtful 
Infants Cultures Cultures Cultures 
122 106 * 13 + 3 
(86.9%) (10.7%) (2.5%) 


* Includes eight cesarean section infants. 
+ Includes two cesarean section infants. 


TABLE 4.—Cesarean Section Infants from Mothers with Intact 
Membranes and Without Penicillin Prior to Operation 


Show- 
Show- ing One 
ing No or More 
Signs of Signs of 
No. of Irri- rri- Dis- 
Drug Infants tation tation Redness Edema _ charge 
Penicillin ointment 51 47 4 4 3 1 
(92.2%) (7.8%) (78%) (1.96%) 
tion o nie 
(97.4%) (2.6%) (2.6%) 
Silver nitrate...... 26 17 16 15 8 
(60.5%) (39.5%) (37.2%) (34.9%) (18.6%) 


The patients with positive cultures were allowed to 
continue their pregnancy without treatment. The dis- 
ease was asymptomatic in all these cases, and it was 
believed that it would continue as such. The gonococcus 
was recovered by culture from all four patients from 
whom cervical specimens were obtained at delivery. 
Preprophylactic eye cultures were taken from these four 
infants, and in two cases the gonococcus was isolated 
from the conjunctival sac. As shown in table 5, the 
type of prophylaxis was fairly evenly distributed in this 
group. No abnormality was noted in the eyes of any of 
these infants during the 10 day period of follow-up. 
These results confirm the concept that the eyes of every 
infant are not necessarily contaminated in passage 
through an infected birth canal. 

The most inexpensive form of prophylaxis is the 
local instillation of locally prepared 1 per cent silver 
nitrate, but because of the possibility of error in the 
compounding of the solution and the evaporation fac- 
tor, wax ampules are generally preferred to local prepa- 
rations. We have found that even the wax ampules are 
sometimes defective and there is some evaporation. 
On the present market the wax ampules cost four cents 
each, and thus the cost of prophylaxis for each infant 
is four cents. 

We believe that the best method of utilizing peni- 
cillin is in the ointment form. Sorsby * and others have 
shown that drops of the aqueous solution of penicillin 
must be applied repeatedly and at frequent intervals 
to obtain therapeutic results. The nursing time thus 


3. Tucker, W. W.; Trussell, R. E., and Plass, E. D.: Latent Gonorrhea 
in Obstetric Patients, Am. J. Obst. & Gynec. 38: 1055, 1939. 

4. Sorsby, A.: Local Penicillin Therapy in Ophthalmia Neonatorum, 
Brit. M. J. 1: 903, 1945. 
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required practically prohibits this as a routine prophy- 
lactic measure. A single application of the ointment 
produces a more sustained level of penicillin. In our 
series the results with penicillin given intramuscularly 
are certainly comparable to those obtained with peni- 
cillin ointment. However, with the intramuscular technic 
there is the constant possibility of producing a Herx- 
heimer reaction and of masking syphilis. It has been 
shown by a number of workers that, in the treatment 
of external eye infections, penicillin is much more 
efficacious when applied locally. This should also be 
applicable to prophylaxis. In the earlier study when 
each infant was given intramuscularly 50,000 units of 
penicillin there were two unexplained deaths in syphi- 
litic infants, and the question of a Herxheimer reaction 
was raised in each case. 

On the present market a 200,000 unit vial of peni- 
cillin costs 20 cents. Each 10,000 units would thus 
cost only one cent. With allowance for wasted drug and 
the use and breakage of syringes and needles, the cost 
for the prophylaxis of each infant would certainly be 
several fold increased. In our experience the 3.6 Gm. 
tube of ointment supplies enough for an average of 
25 infants. The cost of each tube of ointment is 85 
cents, and hence the cost for the prophylaxis of each 
infant is 3.4 cents. Thus the cost of the ointment com- 
pares favorably with the other two methods. 

The objection may be raised both to penicillin oint- 
ment and the intramuscular injection of penicillin that 
sensitization to this antibiotic may be produced, so that 
any subsequent administration of penicillin would be 
followed by a reaction. In the 12,036 penicillin cases 
reported in this paper, sensitization is known to have 
developed in only one infant; and this followed the 


TABLE 5.—Summary of Patients with Cervical Cultures 
Positive for Gonococcus* 


Preprophy- 
Cervical Culture at lactic Eye 
Patient Delivery Culture Prophylaxis Follow-Up 


O.M. 2 repeat cultures prior to None 
delivery negative 

D.B. Positive culture day prior None 
to delivery 


Ointment Normal 


Silver nitrate Normal 


E.T. Treated by mistake...... None Intram Normal! 
lar 
of penicillin 
R.H Positive Silvernitrate Normal 
C.J. Sterile Ointment Normal 
D. L. Sterile Ointment Normal 
E.U Positive Intramuscu- Normal 
lar injection 
of penicillin 


* Cervieal cultures of 257 Negro women in the. third oma of preg- 
nancy were positive for gonococcus in 7, or 2.72 per ce 


intramuscular injection of penicillin. There may have 
been others, but this is the only instance which we 
have been able to discover, despite an appeal to the 
pediatricians of the community to report to us any 
such cases. The likelihood of sensitization does not 
seem important. 

On the basis of the observations reported in this 
paper and those of others documenting the high gono- 
coccocidal potency of penicillin, it is our opinion that 
penicillin ointment is the most efficacious, the safest and 
least irritative agent for the prophylaxis of ophthalmia 
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neonatorum in hospital practice, and we recommend 
it for this purpose in preference to silver nitrate. It 
is not suitable for routine use in home deliveries because 
of the desirability of refrigeration and because busy 
practitioners may conceivably forget about the expira- 
‘ tion dates printed on the tubes. Since the cost of peni- 
cillin ointment is approximately the same as that of 
silver nitrate ampules and since our nurses find it easier 
to instil, we have encountered no drawbacks to its 
hospital use from the viewpoint of practicability. 

At the present time the prophylactic use of a silver 
preparation is made mandatory by statute in certain 
states, while in others the employment of a prophylactic 
agent approved by the State Department of Health is 
required. Under the latter regulation most state health 
departments have sanctioned silver preparations only. 
In view of the observations reported in this paper, 
together with those of other investigations which also 
document the high efficacy of penicillin as a gono- 
coccocide, it is recommended that, where necessary, 
regulations governing the prophylaxis of ophthalmia 
neonatorum be changed to permit the use of penicillin 
ointment in hospital practice when the physician prefers 
it to silver nitrate. 

SUMMARY 


In 9,241 consecutive newborn treated with penicillin 
intramuscularly as a prophylaxis against gonorrheal 
ophthalmia, not a single case of this disease developed. 
This observation is in keeping with the high gonococco- 
cidal potency of penicillin as reported in the literature. 

In an additional series of 4,163 consecutive newborn 
in whom penicillin ointment, intramuscular injection of 
penicillin or silver nitrate (1 per cent) was used in 
weekly rotation, one or more signs of local irritation 
(redness, edema or discharge) developed in 10.6 per 
cent of the penicillin ointment series, in 13.8 per cent 
of the intramuscular injection of penicillin series and 
in 48.7 per cent of the silver nitrate series. This obser- 
vation is in keeping with the general experience that 
silver nitrate produces chemical conjunctivitis in a high 
proportion of cases. Provided the silver nitrate has 
been used in correct concentration, this chemical con- 
junctivitis does not cause serious or permanent injury 
to the eye, but a number of cases are on record in 
which errors were made in the compounding of the 
silver nitrate, with resultant blindness of the infant. 
Such tragic errors can be avoided by the use of com- 
mercially prepared wax ampules of silver nitrate or by 
the employment of some other agent. 

In our experience penicillin ointment is the most 
efficacious, the safest and the least irritating agent for 
the prophylaxis of gonorrheal ophthalmia in hospital 
practice. In addition, it is easy to instil into the con- 
junctival sac and economical, the cost being about the 
same as that of the silver nitrate ampules. The recom- 
mendation is made that, where necessary, statutes and 
board of health regulations be changed to permit in 
hospital practice the instillation of penicillin ointment 
when the physician prefers it as a prophylaxis against 
ophthalmia neonatorum. 
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PSYCHIATRIC TEAMWORK— 
AN INTEGRATED THERAPY 


Esther Bogen Tietz, M.D. 


and 
Martin Grotjahn, M.D., Los Angeles 


An optimal psychiatric treatment procedure should 
utilize the services of an integrated team of physicians, 
psychotherapists, social workers, psychologists, teach- 
ers, vocational counselors and laboratory technicians, 
under the direction and control of a psychoanalytically 
trained psychiatrist with a broad experience in the 
handling of all types of psychiatric disorders. This team- 
work enables the psychiatrist to treat a considerably 
augmented number of patients, which, in turn, makes 
possible a reduction in the cost of treatment. These pa- 
tients have the advantage of treatment that combines a 
variety of physiological and psychological techniques, 
utilized according to the needs of the individual case. 

In a previous paper, presented before the American 
Psychiatric Association meeting in May 1950, the oper- 
ation of such an integrated team was described, and 
the following points were made: 


1. The development of many psychotic states is re- 
versible, and the reversal can be controlled through 
treatment. In treatment, the patient should not be 
limited to any method because it is the only one a par- 
ticular psychiatrist uses. Each patient is entitled to a 
broad application of medical and psychological knowl- 
edge. Combinations of psychiatric treatment are fre- 
quently used, but without a definite program as to the 
kind of treatment or the order of combining. 


2. The shock therapies have added important tools 
for the treatment of severe mental disorders, but the 
mechanism by which they improve the health and reality 
contact of the patient is unknown. 


3. Shock treatments are often insufficient to sustain 
improvement. Psychotherapy, too, although effective in 
some cases, cannot, in others, be applied until the pa- 
tient is first prepared for it by physical methods. 


4. In the program described, urgent medical and 
environmental needs are met immediately after the ini- 
tial examination. Then, if the reality testing function of 
the ego is adequate, the patient is given psychotherapy. 
If it is too disintegrated, the patient is given electro- 
chemical treatment, in a sanatorium if necessary. Ana- 
lytic insight enables recognition of the presence or 
absence of reality testing and furnishes a gage as to 
which patients need the active physical therapies and 
when they should be used. 


5. When reality contact is reestablished, a specially 
organized office building provides an intermediate social 
environment enabling the patient to make the transition 
from his psychotic or disturbed state to a more realistic 
one and prepares him for the next step: return to his 


Read before the Section on Nervous and Mental Diseases at the Ninety- 
Ninth Annual Session of the American Medical Association, San Francisco, 
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place in the community. During this period, the anxiety 
produced in the patient by awareness of his unconscious 
conflicts as revealed in psychotherapy may either be 
controlled by maintenance electrochemical treatments 
or gradually released through selected activity. 

6. To carry out such a plan, it is necessary to have 
a well-trained, congenial staff, each member being re- 
sponsible for a specific task and all under the direction 
of a psychiatrist with psychodynamic understanding. 

7. To make possible continued observation and con- 
trol of each patient’s progress, a specially designed pro- 
cedure chart is used. A copy of this chart, marked as 
for a sample case, was appended to our previous paper. 

Certain unique aspects of this integrated teamwork 
program will now be considered in detail. The first of 
these has to do with the way in which a knowledge of 
psychodynamics is used to determine which patients 
require electrochemical treatments as a prelude to psy- 
chotherapy. 

When the reality-testing function of the ego is over- 
whelmed by the pressure of instinctual forces, the patient 
is psychotic, and the need for immediate action is obvi- 
ous. The patient may be suicidal, homicidal or destruc- 
tive. He may be unable to distinguish reality from the 
fantasies and symbolic meanings and associations he 
has with the people and things about him. One cannot 
reason with him or trust that he will control himself 
in a reasonable way. Such patients can be brought 
under self-control by sufficient preliminary medical 
measures, such as electronarcosis. 

There is, furthermore, a large group of patients not 
overtly psychotic, who give evidence of being so threat- 
ened by anxiety that to be confronted by their uncon- 
scious conflicts might precipitate an overt psychosis. If 
excessive anxiety or depression is present and threatens 
to disrupt interpersonal relations, electronarcosis may 
help to prepare this patient for psychotherapy or envi- 
ronmental handling and make the development of a 
transference situation possible. 

Another group of patients have maintained their hold 
on reality in the face of almost uncontrollable instinc- 
tual pressure by means of severe obsessive-compulsi 
or hysterical symptoms. Persons in this group use reac- 
tion formations as a defense against a psychotic break. 
These patients are inaccessible to psychotherapy or re- 
spond so poorly that it is uneconomical to work with 
them. Electronarcosis, handled preferably in a protec- 
tive environment with an adjuvant vitamin and sedative 
regimen, may prepare them for satisfactory psycho- 
therapy. 

How electronarcosis operates to strengthen the real- 
ity-testing function of the ego is unknown. The sug- 
gestion has been made that it achieves its purpose by 
discharging excessive of instinctual energy and that it 
facilitates repression. 

The treatment itself must be carefully modified to 
meet the dynamic needs of the patient. Since any state 
implying loss of control arouses great anxiety in a per- 
son whose ego is already seriously threatened, the pa- 
tient waiting for electronarcosis is exquisitely narcissis- 
tic. The room in which he is treated, the way in which 
he is handled, the activities and speech of those about 
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him—all may assume frightening meaning to him. He 
needs to believe that he is in a safe, controlled situation, 
that those present will protect him from embarrassment 
and give all their attention to see that he is unharmed. 
It is largely the anxiety due to this pretreatment sensi- 
tivity that makes patients fear treatment. Such anxiety . 
may be reduced by (1) pretreatment sedatives, given 
orally or intravenously, and (2) provision of the most 
reassuring situation possible. 

The doctor, nurse and helper (not more than one 
unless absolutely necessary) must be assured, calm and 
pleasant. There should be as few persons as possible 
in the room and no noise or movement except that 
needed for the treatment. The patients universally wish 
to avoid questions or statements not related to what is 
going on: “Some other time, please,” or “Pay attention 
only to me.” It is true that few patients say these 
things. They are often too frightened to put their feel- 
ings into words, but if they can express themselves, 
this attitude is almost always found to be present. One 
very important rule is to avoid any whispering or the 
use of such phrases as “Ready for the shock,” “Hand 
me the electrodes,” “Something’s wrong,” the words 
“blood,” “hurt” or “danger” or the mention of an acci- 
dent to another patient or some trouble that one may 
have had with the equipment. Special precaution against 
anxiety-producing conversation must be employed when 
other physicians or personnel are present for instruction 
in the technique of electronarcosis. | 

The actual movements concerning the treatment 
should be smooth, with no obvious rushing but no 
unnecessary delay. The patient may be given a little 
coffee or orange juice with sugar—a reassuring gesture. 
He is not hurried, and, if possible, any request he 
makes is granted. The table is comfortable. The pa- 
tient’s body is covered to allay fears of exposure. Equip- 
ment is kept as simple as possible and yet convincingly 
adequate for the task. Everyone is friendly and en- 
couraging, and frequently the patient is flattered. Music 
may be played just outside the treatment room to help | 
create a pleasant atmosphere. 

Anxiety is further avoided, in many cases, by the 
use of intravenous injection of thiopental (pentothal®), 
so that the patient is unaware of the placing of the 
electrodes and the insertion of the tongue guards. Care 
in the selection of materials for this purpose is impor- 
tant. Anything suggesting sanitary pads, or placed cen- 
trally in the mouth, frequently activates fellatio fantasy. 
It is advisable, therefore, to use gray rubber tongue 
guards only % inch (16 mm.) in diameter, placed on 
each side of the mouth. While inserting them, mention 
may be made of their use to protect the tongue. Even 
though the patient has had thiopental and seems to be 
asleep, he may rouse enough to hear what is said. 

The treatment is made as safe and nontraumatic as 
possible with glissando control of the violence of the 
movements, the use of curare when necessary and intra- 
venous injection of atropine and caffeine to facilitate 
breathing. The patient is placed in a lordotic position 
to prevent strain on the back; the arms are crossed and 
the wrists extended. After treatment, he is removed to 
a comfortable, low bed, so that no restraint is needed. 
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On awakening, he is spoken to for assurance that he 
is not alone, given a cup of coffee or other drink and 
allowed to rest as long as he wishes. Precautions against 
loud noises and disturbing talk are not as essential 
after treatment as before, since the patient awakens 
relaxed and no longer so threatened. Recovered patients 
have suggested many of these technical improvements. 
The aim of them all is the humanizing of the electro- 
narcosis treatment. 

During the early part of the total treatment program, 
the patient is in particular need of a favorable psycho- 
logical environment. At the sanatorium, it is often ad- 
visable to place him at first in a locked building, for 
this relieves him of concern about his impulsive actions. 
He is encouraged to put the entire responsibility for his 
safety and welfare on the doctor and his associates. He 
has no obligations and need make no decisions. He is 
put in the place of a loved and dependent child. He 
may remain in bed if he likes. He is fed and dressed. 
He is protected from business or social responsibilities, 
and visits are limited. 

Prior to approximately the twelfth treatment, patients 
are still liable to become disturbed, so that few real 
privileges are given before that time, to avoid demo- 
tions. When reality testing has improved, the patient is 
rewarded. At each step he receives new liberties and 
some new responsibilities. He may wear street clothes, 
be permitted to smoke, regain his eyeglasses, receive 
visitors, eat in the dining room or go for a walk in the 
garden, at first with supervision and then alone. He is 
encouraged to undertake other activities. At no time is a 
regimented program instituted. Individualization marks 
the entire treatment schedule. 

The next important step is to take the patient from 
the sanatorium as soon as is feasible for a visit to our 
midtown office, with lunch on the way in some roadside 
restaurant. This first trip is usually made in company 
of the doctor, who thus has an opportunity to observe 
the degree of control which has been attained. Such a 
realistic contact serves also to develop a workable trans- 
ference relation between patient and physician. 

The office consists of a functionally reconverted, 
spacious two-story house which combines a homelike 
atmosphere with the facilities for psychiatric treatment 
and for an intensive activities program. Within the se- 
curity of paneled walls and translucently curtained win- 
dows are carefully arranged rooms for psychotherapy 
and an isolated unit with all the hospital equipment for 
administering electronarcosis and other physical treat- 
ments. 

The patient is greeted in a friendly way and intro- 
duced to the staff. He is slowly shown through the 
social part of the building—the library, stocked with 
books and magazines; the crafts room, where other 
patients sit working with leather or clay; the flower- 
edged patio, where still others may be learning square 
dancing or playing ping-pong. He is introduced to all, 
using first names only, and is helped to feel part of the 
group as quickly as possible. One patient stated that this 
first visit was “as though I were born again. Everything 
looked so beautiful.” 
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After release from the sanatorium, the patient either 
returns home or is placed in neighborhood lodgings 
during the intermediate period of his preparation for 
a realistic return to community life. The progress from 
this time should be continuous, even in the face of 
minor flare-ups. He gradually joins in the various activi- 
ties at the office, usually of his own volition or with 
a little encouragement, and group psychotherapy is 
instituted on a weekly basis. The electronarcosis treat- 
ments are continued as indicated, being spaced further 
and further apart as the need diminishes. 


At the office, the patient meets quite a few new peo- _ 
ple—the secretaries, teachers, nurses, psychotherapists 
and other patients. Every member of the staff, whether 
psychiatrically trained or not, is hand-picked for his or 
her ability to contribute to the welfare of the patients 
and to absorb without personal disturbance or hostility 
the manifestations of their love, hate, fear and aggres- 
sion. The tone of the personnel keys the behavior of 
the patients with each other. The tone is interested and 
encouraging, but the effort is to avoid in the social 
setting any conversation dealing with personal prob- 
lems. Each patient learns that he may discuss his diffi- 
culties with the psychiatrist, with the psychotherapists 
or in group psychotherapy sessions. 

Although the patient’s transition period is made as 
pleasant as possible, it is at no time so gratifying that 
it tempts him to linger on in a state of invalidism. The 
ultimate goal of every worker who comes in contact 
with him and of every activity that is planned for him is 
to make reality increasingly attractive. As one recover- 
ing schizophrenic patient said, “It’s silly not to get 
well!” 

The patient is no longer treated as a child but is 
gradually given responsibilities, which actually, to him, 
are privileges. Moderate demands are made upon him. 
He is expected to be on time for appointments, to be 
considerate of other patients and to contribute accord- 
ing to his capabilities to the social life of the group. 
If he has any special talent or highly developed interest, 
he is even encouraged to form a small class, instructing 
other patients who are interested in his field. Some of 
our most successful and gifted teachers are former 
patients. 

Meanwhile, the psychiatric team swings into full ac- 
tion. With the psychiatrist directing and supervising at 
crucial points, the patient utilizes the help of psycho- 
therapists, psychologists, social workers, vocational 
counselors, teachers and the leaders of group activi- 
ties, as indicated in his particular case. The results of 
each interview and reports of progress are noted on 
the forms indicated by the procedure chart. This chart 
was specially designed to permit isolation of the re- 
sponsibility for individual examinations and treatments, 
while allowing constant control by the psychiatrist. 

The use of group psychotherapy is helpful, but a 
personal therapist is necessary in most cases. It is essen- 
tial, however, that no one on the team should take the 
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viewpoint that he is the sole possessor of his patient. 
This is as important for the morale of the team as it is 
for the patient. The services of any member of the 
office staff should be made available to the patient when 
and as he needs them. Thus he benefits by a highly 
flexible type of psychotherapy, using many persons in 
the office as reflections of established emotional pat- 
terns, which his therapist has an opportunity to inter- 
pret. Moreover, it is possible, if necessary, to change 
the form of therapy or the therapist without undue dis- 
turbance to the patient. 

Utilization of the total program enables the therapist 
to release the patient to reality situations more easily 
and quickly and makes less likely the indissolvable 
dependency that sometimes occurs in isolated psycho- 
therapy. The successful operation of the teamwork pro- 
gram requires that each worker be kept fully aware at 
all times that he is dealing with only one facet of the 
patient’s problem and that he is, in the truest sense of 
the term, a member of a team. 

It is not difficult to obtain persons who have been 
analytically trained and who have the qualifications to 
make them good therapists. Rather, our problem has 
been the great difficulty of getting persons trained in 
nonmedical fields to coordinate their work with the 
psychiatrists and to recognize that they are serving in 
only one of many capacities. We are gradually realizing 
that the therapists must have confidence in the psychia- 
trist and their fellow workers and themselves. They are 
thus able not only to work in such a complicated situa- 
tion, but to utilize the elaborate transference situa- 
tions which develop out of it. They also need to learn 
to deal with their equally complicated counter-trans- 
ference feelings. 

This calls for self-realization on the part of the thera- 
pist and a limitation of his feeling of power. He must be 
sufficiently modest to learn from his mistakes. He must 
have worked out his own problems with authority, so 
that he does not reject consultation and supervision. 
There is the additional advantage that the psychologist 
or social worker handling a patient in psychotherapy 
will not misunderstand his role and feel that he can 
establish a private practice in psychiatry. 

Although this program has been developing over the 
past four years, many problems still remain to be 
solved. The details of the selection of the therapists, as 
well as the means by which their relationship to the 
patient is kept at a controllable level, are being worked 
out at this time, and we are unable to formulate them 
clearly as yet. We do know that it is often advantageous 
to refer patients in analytic therapy for vocational gui- 
dance or to various activity programs. This gives the 
therapist an opportunity to test and develop the pa- 
tient’s reality contact in a relatively regulated situation. 
It also enables him to know and direct the manifold 
transference reactions between the patient and the other 
persons he meets in the office. Thus we are gradually 
learning that the line between those patients recom- 
mended for psychotherapy only and those patients start- 
ing out with the preliminary electronarcosis program 
should not be too sharply drawn. 


PSYCHIATRIC TEAMWORK—TIETZ AND GROTJAHN 
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Psychiatrists need the help of talented people with 
special training, and yet they must develop a controlling 
technique in order to avoid the danger to patients of 
being in the care of nonmedically trained personnel. 
They must be willing to delegate certain specific exami- 
nation and treatment tasks, for a single person cannot 
do the job alone if the enormous and growing need for 
psychiatric help is to be met. Moreover, techniques 
must be evolved to provide continued therapy after the 
most acute phase of psychiatric treatment is completed. 
In justice to what the patient needs and has a right to 
expect, the psychiatrist’s interest and helpfulness must 
not end at his office door. The task of the team is com- 
pleted only when the patient has taken his place in the 
community. 


ABSTRACT OF DISCUSSION 


Dr. Puitip SoLomon, Beverly Hills, Calif.: Dr. Tietz is to 
be congratulated on her energetic and effective combination of 
shock treatment, occupational therapy and psychotherapy estab- 
lished within the framework of a private office. I should like 
to question the part of the paper which deals with the appli- 
cation of “analytic insight” to the problem of deciding when 
patients need shock treatment. The nonanalyst might well feel, 
from the suggestions and evidence offered in this paper, that 
he is quite as able to make the decision as the analyst. One 
might also comment on the “exquisitely narcissistic” patient 
awaiting shock treatment and the author’s suggestions regard- 
ing the “humanizing” of this treatment. Surely, anyone giving 
shock treatment is keenly aware that he is dealing with a suf- 
fering human being and is eager to welcome any additional 
ideas as to how to make the treatment less fearful. The appli- 
cation of psychoanalytic knowledge to the practice of other 
forms of psychiatry is a laudable one. Drs. Tietz and Grotjahn 
have made an excellent beginning, and it is to be hoped that 
they will continue their work and report it with as much 
documentation as possible. 


Dr. Cart H. Jonas, San Francisco: I should like to com- 
ment on the suggestion that music be played in the background 
prior to shock therapy. Shock therapy is not fun. We should 
not try to make it a happy occasion, and I am afraid some 
incongruity might be contained in that aspect of the program. 
I would rather emphasize a professional, considerate and 
efficient attitude on the part of the members of the team. There 
should be no attempt to make it a gala occasion. Another point 
concerns the title of the paper, “The Psychiatric Team.” I 
hoped that we should get an attempt to describe this difficult 
thing: the way in which members of a psychiatric team work 
with one another. The paper primarily dealt, however, with 
how a shock team works, rather than with the subtleties of 
the relationships of the professional people. I thought I saw 
a contradiction in the authors’ paper, when they stated that at 
no time is any regimentation tolerated; yet | was impressed 
by the minute detail on which the program is set up. I find 
that there probably was some conflict between the individual 
need of the patient and the fear, “Well, what about our pro- 
gram?” There was the comment that seldom before the twelfth 
treatment are certain liberties afforded. That strikes me as too 
much regimentation, which I am sure they would prefer not to 
have. As to the comment that group therapy is used and that 
the patients are introduced to their contemporaries by their 
first names, in an attempt to socialize the patient—I must raise 
an honest question about the desirability, as a general rule, of 
doing that. Some patients have never developed a facility for 
gracious, easy socialization and, after having been through the 
painful and soul-shaking experience of having lost control, it 
is hard to expect them suddenly to be able to adapt to a whole 
group of new people. Some people can, but there is the need 
to realize that a sizable section of patients find that difficult. 
Another point which bothered me was the idea that the work 
of the psychiatric team is not complete until the patient is able 
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to take his place in the community as an upstanding citizen. 
That shows the tremendous need on our part, as doctors, to 
get the patient well. Somehow, the patient has something to 
say about whether he is going to take his place in the com- 
munity, in spite of our effort or our determination that he will. 
All in all, the paper presents a much-needed study in the 
integrated use of trained , social work- 
ers, physicians in general practice—and shows that this is nec- 
essary if we are to get anywhere in fulfilling some of the 
community needs in relation to psychiatric disease. 


Dr. MEYER SoLomon, Chicago: The authors should be 
praised for their efforts in the direction of psychiatric team- 
work and integrated therapy. I would go even further and 
would favor an even more inclusive psychiatric teamwork and 
a more widely integrated therapy. I understood the authors to 
say that this teamwork should be under the direction of a 
psychoanalytically trained psychiatrist. This statement, how- 
ever, is controversial. Any competent psychiatrist who is also 
an intensive practitioner of personality study, analysis and 
reorganization is qualified to direct such teamwork. Often the 
term psychotherapy is used to include all types of therapy, both 
psychological and nonpsychological. Integrated therapy should 
be based on a total, org tal approach. The 
organism includes both psychological and physiological aspects. 
The environment includes both physical and psychological 
(social) aspects. Hence, a total org tal ap- 
proach includes physiological and psychological influences 
within the organism and physical and psychological influences 
from the environment. If, as is sometimes done, all these 
factors are included under the term psychotherapy, this term 
is then being used in an all-embracing, really unscientific way, 
to include not merely psychotherapy, but also physical therapy, 
of the organism, as well as all environmental therapy, both 
social and physicochemical (climate, noise, etc.). I wish to 
praise the authors on their fine psychological technique in giv- 
ing electrotherapy. Too often so-called electroshock and elec- 
tronarcosis therapy are given without most careful considera- 
tion of the many psychological precautions which need to be 
taken. As a consequence, many patients hear things they should 
not hear, and in some instances they may even hear, if not 
actually see, another patient being given treatment. This leads 
to fear of the treatment and other harmful results. The authors 
have taken most important and necessary precautions in this 
respect. 

Dr. EstHER BOGEN TieETZ, Los Angeles: We tried to give a 
picture of the operation of psychiatric teamwork. Not all 
patients participate. Some go straight from the sanatorium back 
to the physician or the psychoanalyst who referred them. Con- 
cerning Dr. Philip Solomon’s question as to the requirements 
for the psychiatrist who selects patients for treatment, I must 
abide by my own feeling of the need for an analytically oriented 
psychiatrist. 1 worked toward this program in state hospital 
practice, where I was the whole team. Now that I realize that 
one cannot do everything alone, I find that between patients, 
physician and other members of the team, the relations are 
extremely acute and difficult to handle. Only insight into one’s 
own resistances and countertransference makes it possible to 
retain smooth and efficient operation. As to the use of music, 
I must emphasize that we are not trying to make treatment 
amusing. The use of music has two advantages; it keeps other 
patients from hearing any sound from the room, such as the 
breathing through the artificial respiration equipment, and it 
keeps the rest of us from talking too much. The question of 
the importance of continuing to the twelfth treatment may be 
answered from my pragmatic experience. I do not like to 
“demote” patients; I prefer to keep them in a locked building 
until transfer is no longer a risk too great to be taken. Dr. 
Meyer Solomon's suspicion that we call occupational therapy 
psychotherapy is unfounded. We do not permit any teacher 
or the vocational counselor to give psychotherapy. It is one of 
our greatest difficulties in running this team to keep each per- 
son from doing anything he is not equipped to do. When we 
say “psychotherapy,” we mean psychoanalysis, psychoanalyti- 
cally oriented psychotherapy, group therapy, play therapy (be- 
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cause we do handle children) or simply supportive therapy, 
given by people who are trained for that purpose. Our group 
psychotherapy, we find, must always be associated with indi- 
vidual interviews or counseling. These patients get into difficult 
interpersonal situations with other patients and need a chance 
to understand what they did. I hope this paper will stimulate 
the further development of psychiatric teamwork. 


RESETTLEMENT OF DISPLACED 
PHYSICIANS: A NEW APPROACH 


James Brunot, New York 


Last year Dr. Alexander M. Burgess presented a 
paper on “Resettlement of the Displaced Physician in 
the United States” at the Forty-Sixth Annual Congress 
on Medical Education and Licensure. The last para- 
graph of his paper mentioned a plan, then under con- 
sideration by the International Refugee Organization 
and the principal American agencies dealing with 
refugees, to establish special facilities to find resettle- 
ment opportunities in the United States for physicians 
and qualified members of other professions represented 
among the displaced persons then remaining in Europe. 
This special plan finally was put into operation in 
September 1950, through the creation of a temporary 
organization called the National Committee for Reset- 
tlement of Displaced Professionals. 

During the intervening months of preparation a num- 
ber of important changes had occurred. Many thou- 
sands of refugees had migrated from displaced person 
camps to various parts of the free world—many to 
take jobs as farmers, laborers, domestics or other 
positions not necessarily related to their previous train- 
ing or to their established occupational skills. The 
number of physicians had shrunk from the estimated 
2,300 mentioned by Dr. Burgess to an undetermined 
number, probably in the neighborhood of 500 to 600. 
Federal requirements for the admission of displaced 
persons had been made more stringent than ever before. 
At the same time, the changing world situation had 
begun to make us aware of growing American needs for 
qualified personnel in a wide range of occupations, 
which suddenly were designated as critical in relation 
to remobilization. 

In the face of these changes the new service for 
displaced professionals was set up on a basis that repre- 
sents a new approach to the objective of resettlement. 
The charter of the National Committee for Resettlement 
of Displaced Professionals defines the purpose of the 
program in these terms: 


To further resettlement in the United States of European 
displaced persons by ascertaining personnel needs in American 
communities for persons with special educational, scientific, 
technical or professional qualifications who are or may be 
eligible for resettlement under the terms of the Displaced 
Persons Act of 1948, as amended, and by referring available 
employment opportunities to American voluntary agencies 


Executive Director, National Committee for Resettlement of Dis- 
placed Professionals, Inc. 

Read before the Federation of State Medical Boards of the United 
States at the Forty-Seventh Annual on Medical Education and 
Licensure, Chicago, Feb. 13, 1951. 
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accredited by the United States government to serve displaced 
persons for their use in effecting resettlement and placement 
of such persons. 


The plan is drawn up further to authorize and direct 
the new organization to cooperate with the various 
governmental and voluntary agencies concerned with 
displaced persons so as to enable it to function on a 
pansectarian basis and to avoid duplication of existing 
facilities for dealing with the legal, social and financial 
aspects of resettlement. 

The essential difference between this approach and 
that of the cooperating resettlement services sponsored 
by the great faiths and by various ethnic groups of 
America is important. The task of the resettlement 
agencies is essentially the humanitarian one of facili- 
tating the migration of large groups of their co-religion- 
ists or former co-nationals to a land of refuge and 
new opportunity. They began their work when the 
effective way to absorb refugees was to appeal to the 
humanitarian sympathies of Americans to make room 
for the dispossessed. Their goal has been, and is, to 
find a place—occupationally appropriate if possible— 
for every refugee who desires to come to the United 
States, and who is permitted by law to do so. 


The supplementary task of the National Committee 
for Resettlement of Displaced Professionals is much 
more limited. It is to find displaced persons with special 
skills that qualify them to meet existing personnel 
needs. Our emphasis, therefore, is on the economic 
rather than the humanitarian aspects of the whole 
refugee problem. In application, this approach involves 
four clearcut steps: (1) to learn where displaced per- 
sons with special skills are needed and wanted; (2) to 
find out what qualifications they must have to be 
acceptable in those positions; (3) to attempt to locate 
displaced persons meeting the required qualifications, 
and (4) to arrange to have suitable candidates pre- 
sented for consideration and actual employment. 

During the past five months we have made sub- 
stantial progress in determining where certain types of 
displaced professionals are needed and wanted and in 
finding out the qualifications required. We have found 
a sufficient number of openings to enable us to cable 
to Europe authorization to start on their way to the 
United States all available and legally eligible displaced 
persons in a long series of occupations including chemi- 
cal, electrical, industrial and mechanical engineers, 
chemists, physicists, nurses, medical laboratory tech- 
nicians, x-ray technicians, dietitians, physical therapists, 
mechanical draftsmen and all persons with a number of 
other specialized skills now in short supply in the 
United States. 


This is not the result of any legerdemain but merely 
the response to a simple announcement that the new 
National Committee is prepared to act as a centralized 
channel through which employers may obtain any avail- 
able displaced persons who may be qualified to meet 
their special personnel needs. In many fields of special 
skill our present problem is not to find employment 
O portunities but rather to identify and produce a 
sufficient number of candidates to meet demands that 


J.A.M.A., April 7, 


are intensified as our economy again moves into a 
period of “overdrive” speed. In dealing with physicians 
it is our desire and purpose to use the same basic 
approach that I have referred to in relation to other 
specialized groups, but this involves some special 
problems. 

At the outset I should like to mention two basic 
assumptions that we have made in dealing with physi-— 
cians: First, we assume that only a part of the whole 
number of refugee physicians who come to the United 
States are qualified at present to assume full responsi- 
bility as members of the American medical profession. 
Second, we assume that the initial placements with 
which we should be concerned are only those in an 
institutional setting where the newly arrived physician 
can work with some degree of supervision. 

With these assumptions in mind, I wish to describe 
a pilot project that we have tried in the state of Con- 
necticut, with the cooperation of the state licensing 
authority. I believe that it points to a pattern that may 
be workable in a number of other areas. 

The committee was informed that a number of 
vacancies existed in the medical staffs of various state 
institutions and that foreign physicians, if properly 
qualified, would be welcomed as candidates for certain 
positions classified as internships. Our first inquiry 
about qualifications was directed to the head of the 
state personnel service. He, in consultation with other 
state officials, determined the feasibility of appointing 
displaced physicians under existing statutes relating to 
the citizenship, state residence and other such require- 
ments usually found in civil service regulations. He 
informed us that the basic professional requirement 
for all interns appointed by state institutions is that 
they be eligible at the time of appointment for admis- 
sion to state licensing examinations and that they 
subsequently take and pass such examinations as a 
condition of continued employment and advancement. 
He referred us to Dr. Creighton Barker, president of the 
Federation of State Medical Boards of the United 
States, for further details. 


From Dr. Barker we obtained detailed information 
about the educational requirements for admission to 
Connecticut examinations. With his help we worked 
out a simple procedure which is being followed in 
referring candidates for consideration by the Connecti- 
cut hospitals. From time to time we received dossiers 
summarizing the medical education and experience of 
physicians who have arrived or are about to arrive in 
the United States. Those reports that seem to us to 
meet Connecticut requirements are submitted to Dr. 
Barker's office for preliminary review. If these sum- 
maries, subject of course to later documentation, appear 
to Dr. Barker to indicate eligibility, they are then 
passed on to the state hospital authorities who select 
from them individual physicians with whom interviews 
are arranged. Thus far 36 records have been submitted 
to Dr. Barker in this way, and 24 of these have been 
cleared; 12 physicians have been interviewed (after 
such clearance) by one or more of the several state 
hospital superintendents; three of these actually are at 
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work in various state institutions and three more are 
still being considered. Primarily these are physicians 
who have signified an interest in the special fields of 
medicine involved in these institutional positions. The 
present indications are that they will prove to be highly 
useful in positions that otherwise seem difficult to fill. 
The remaining 12 who have been preliminarily cleared 
will be interviewed when they ‘arrive in the United 
States. 


A procedure similar to this can be used in any state 
in which positions are open to foreign trained phy- 
sicians either on a temporary basis pending exami- 
nation, as in Connecticut, or under other specific 
conditions. Such a method of selection clearly serves 
a constructive purpose if it can result in meeting, with 
good standards, present medical needs that appear to 
be urgent. It seems to me to exemplify the universality 
and mobility which I, as a layman, have been accus- 
tomed to attribute to the medical -profession. It exempli- 
fies the concept that it is the individual person’s 
command of medical science that may be variously 
measured nation by nation, state by state and case by 
case but that, underlying these differences, there is a 
body of knowledge and accomplishment that can and 
does flow across geographic, national and other irrele- 
vant boundaries. 


Selection of displaced physicians for medical posi- 
tions because they have specific qualifications can meet 
only part of the problem of assimilating refugees. 
Refugees who have had medical training but who, for 
a variety of reasons, may not qualify for recognition 
as physicians in any state are in the United States, 
and they will continue to arrive. Some will be identified 
as physicians as they enter the country, others only 
some time after they have arrived. 


To me there seem to be only three alternative meth- 
ods of dealing with these persons. The first is to urge 
and, when the occasion arises, to help those who cannot 
qualify to find occupations outside of the medical pro- 
fession. Some may fit into what Europeans call “para- 
medical occupations” such as technicians and nurses. 
Some may fit into related occupations such as work in 
the laboratories of pharmaceutical, food or similar 
industries. In my limited experience I already have 
encountered several refugees who formerly were phy- 
sicians and who are now willingly following other 
pursuits. 


The second is to find means for supplementing their 
medical education to the point necessary for recognition 
in the United States. This is a long range problem that 
may well concern members of this congress. It is a 
question which obviously cannot be dealt with by an 
organization such as that which I represent, unless and 
until some more appropriate agency works out a com- 
prehensive plan for selecting and placing candidates for 
such retraining. 

The third possibility is to find opportunities for 
limited service in the medical profession for persons 
with acceptable training and experience but with other 
nonprofessional handicaps that restrict their ability to 
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assume full professional responsibility. Physicians with 
fine medical records but with temporary handicaps of 
language or civil status present a particularly diffi- 
cult problem. If placements can be found in situations 
where such persons can serve under appropriate super- 
vision and with appropriate limitation of their pro- 
fessional responsibility, their skill can be conserved 
and oriented. At the same time their service surely can 
help to meet present medical needs. 


Such placements obviously should be arranged under 
clearly defined conditions that will avoid the dangers, 
on the one hand, of establishing a type of professional 
peonage or, on the other hand, of opening a sub rosa 
channel to a shadowy future status either for the 
foreign physician or for the institution in which he may 
be working. 

I do not mean to imply that the National Com- 
mittee for Resettlement of Displaced Professionals is, 
Or aspires to be, a superagency through which the 
assimilation of refugee physicians and other profes- 
sionals can be neatly arranged in a single channel. 
The National Committee has a supplementary function 
in cooperation with existing resettlement agencies. The 
organizations that actually bring refugees to the United 
States use our facilities to the extent that they see fit. 
They may direct any properly qualified displaced per- 
sons still needing placement to us, as our job is to 
augment the variety of placement opportunities. It is 
not a function that encompasses the financial, legal and 
social responsibilities carried by the great resettlement 
agencies. It does not include individual counselling and 
professional evaluation of the type provided through 
the fine services of the National Committee for Resettle- 
ment of Foreign Physicians. It is essentially an effort 
to focus and intensify a manpower approach to the 
resettlement program, with emphasis on our present 
needs for professional and technical skills, as con- 
trasted with the humanitarian approach which empha- 
sizes the needs and aspirations of the individual refugee. 
These are complementary rather than antithetic ap- 
proaches, both of which have had their place in the 
resettlement program at all times. 


I should like to suggest that the Federation of State 
Medical Boards should provide a_ specific channel 
through which my agency and the many other organi- 
zations concerned with refugees can receive advice and 
guidance on the placement of refugee physicians. I do 
not have in mind problems of licensure affecting any 
particular state, about which every responsible agency 
must and will continue to defer to state authorities indi- 
vidually. Rather, | have in mind precautions and sug- 
gestions of general application which relate to such 
questions as the use of physicians in intermediate or 
supporting occupations and the bearing of these and 
other placements of foreign physicians not only on their 
careers as individuals, but also on the structure and 
standards of American medical practice. 

I suggest that a standing committee with a full-time 


secretary could be kept very fully and very profitably 
occupied on problems which, at the outset, cannot be 
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identified as those of any particular state. Such a device 
might turn out at times to seem a thorn in the flesh 
of the nonmedical organizations dealing with refugee 
physicians, but in the long run it could contribute 
immeasurably to the orderly channelling of a tide that 
affects all of us. 

Physicians constitute a numerically small but highly 
important part of the stream of displaced persons mov- 
ing about the world because of the overwhelming politi- 
cal disturbances that characterize our century. We are 
nearing the end of one phase of this movement but, as 
we begin to see the end of this phase, the forewarnings 
of another already are apparent. I believe that it is 
timely for the Federation of State Medical Boards to 
consider specific measures to keep in the closest possi- 
ble touch with the diffuse channels through which 
these movements affect the United States and, there‘ore, 
affect the specific tasks of supporting standards of 
medical service and helping to implement both the 
self discipline and the legitimate self interest of the 
medical profession in the United States. 

I believe that the Federation of State Medical Boards 
cannot reasonably leave to my agency, nor to other 
nonmedical organizations involved in the resettlement 
program, the responsibility of determining when, how 
and to what degree the federation has a vital concern 
with what we do or fail to do. From my point of view, 
as a layman and as one with little previous contact 
with the problems of medical education and licensure, 
it seems logical that the federation’s concern with 
these problems should be active, continuous, clearly 
focused and adequately implemented on a national 
scale. It should be exercised with due regard for the 
paramount importance of exemplifying in the field of 
medicine the philosophy of self-disciplined freedom of 
opportunity and initiative, which all of us are striving 
to keep alive in a troubled world. 

150 East 35th Street. 


Ten Dollar Malaria Bonus.—Beginning in 1940 the Army 
started an intensive program for the elimination of mosquitoes 
in all military installations in this country. At our request, the 
Public Health Service supplemented this program with an 
extra-military mosquito control campaign. The Army program 
cost about 17 million dollars, and that of the Public Health 
Service about 19 million. Considered as a whole, this was the 
most extensive mosquito control program ever operated in any 
country in the history of the world. It was highly effective 
and although millions of men were trained in camps located 
in the deep south, relatively few soldiers contracted malaria 
in this country, An important postwar outgrowth of this joint 
program of the Armed Forces and the Public Health Service 
was the present Communicable Disease Center with head- 
quarters in Atlanta, Ga., which is continuing the fight against 
malaria and other diseases, and is now available to help in 
mobilizing our extra military defenses for the present emer- 
gency. It is reassuring to know that malaria, which once was 
a major affliction in the south, is now disappearing. Last year, 
the State of Mississippi offered a bonus of $10 to any doctor 
who could find a new case of malaria, and not a single case 
was reported.—Excerpt from lecture by Dr. James Stevens 
Simmons, Boston, delivered at the Army Medical Service 
Graduate School, Washington, D. C., Feb. 21, 1951. 
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SOCIOLOGIC AND PSYCHOLOGICAL 
ASPECTS OF ARTIFICIAL INSEMINATION 
WITH DONOR SEMEN 


Herbert D. Lamson, Ph.D. 
Willem J. Pinard, Ph.D. 
and 


Samuel R. Meaker, M.D., Boston 


In the majority of sterile matings the responsibility is 
divided between the two partners, each of whom shows 
some degree of infertility. In about 10 per cent of cases 
the fault lies wholly, and in another 20 per cent chiefly, 
on the male side. Thus, the population of this country 
today includes around 1,000,000 potentially fertile mar- 
ried women who are sterilized by social circumstances. 
As things are at present, nearly all of them will remain 
sO, since treatment of the severer grades of male infer- 
tility is generally unsuccessful. Most couples confronted 
with this situation ultimately resign themselves to the 
inevitable and readjust their lives as best they can, per- 
haps with adoption as a makeshift in the relatively small 
number of cases in which that can be arranged. Some 
wives take matters into their own hands by seeking 
divorce and remarriage, or even by resorting to adultery. 
A possible large scale solution of the problem exists in 
the form of artificial insemination with semen from an 
outside donor. 

The medical indications and technics for the per- 
formance of donor insemination have been fully dis- 
cussed in the literature. Considerable attention is now 
being given to the legal,’ moral * and ethical aspects of 
this procedure. It is not our purpose to deal with such 
matters, important though they are. We wish rather to 
try to evaluate in terms of individual happiness and 
benefit to society what may be expected from a method 
of treatment that would be biologically successful four 
times out of five in the large group of barren marriages 
to which it is applicable. 

Various studies have shown that childless matings are 
less stable than those based on normal triangular rela- 
tionships. The United States Bureau of the Census re- 
ports a comparatively high incidence of barrenness in 
marriages disrupted by divorce. Cahen ‘ states: “Seven- 
ty one per cent of childless marriages in America end in 
divorce, while only 8 per cent of married couples with 
children eventually are divorced.” This ratio was cited 
by Popenoe,’ who later came to believe that it is too 
high; but he is still impressed by the frequency with 
which childless couples appear in the divorce courts. 
Probably the most reliable and informative figures are 
those of Jacobson.* He found that of the 421,000 

Professor of Sociology (Dr. Lamson) and Professor of Psychology 
(Dr. Pinard), Boston University College of Liberal Arts, and Professor 
of Gynecology (Dr. Meaker) Boston University School of Medicine. 
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couples who received divorces and annulments in this 
country in 1948 nearly three fifths had no children. In 
a more detailed analysis he showed that the divorce 
rate for childless couples was 15.3 per 1,000 marriages, 
as compared with 8.8 for couples with one or more 
children. Approximately the same differential is re- 
ported for Amsterdam by van Zanten and van den 
Brink,’ and for Sweden by Quensel.* One may safely 
conclude that barren marriages are at least twice as 
likely to break up as those which the presence of chil- 
dren tends to hold together. 

It would be a mistake, however, to draw the con- 
clusion that childlessness is the principal and immediate 
reason for divorce in the cases under discussion. Most 
frequently the primary trouble is some combination of 
the familiar social, economic and personal maladjust- 
ments that underlie all marital discord. Many couples 
in this unhappy situation voluntarily avoid parenthood 
by contraception or by separation. They are doubtful 
about the stability of their marriages and feel that di- 
vorce, if it comes, will be easier or at any rate ‘less 
traumatic without additional family ties. There are other 
cases in which involuntary sterility aggravates an al- 
ready existing state of domestic infelicity. If it is made 
possible for such couples to have children, a certain 
number of marriages will be consolidated and saved. 
But this favorable result is unlikely once the basic 
disharmony has become too great; parenthood will not 
strengthen and support a marriage which is shaky 
almost to the point of collapsing. Sometimes couples 
present themselves for the relief of sterility with the 
frank statement that divorce is inevitable unless they 
can have a baby. A physician who helped people like 
these to accomplish what they mistakenly think they 
need would be rendering a service of dubious value not 
only to the persons concerned, including the baby, but 
also to society. 

Children do not assure success in marriage, just as 
the lack of them does not necessarily preclude it. Some 
barren couples as the years go On enjoy an increasing 
measure of mutual understanding and affection. But in 
general parents are happier, longer-lived and better 
members of society than are the childless married or the 
celibate. This principle was formulated by Durkheim,” 
who offers the striking observation that suicides are 
twice as frequent among childless husbands and wives 
as they are among parents with offspring. A survey 
carried out by the American Institute of Family Rela- 
tions and reported by Popenoe ° states that in a sample 
of 8,370 “completed” families, that is to say families 
in which because of menopause or other reasons child- 
bearing can no longer be expected, 71 per cent of the 
fertile partners considered themselves happy, as op- 
posed to 59 per cent of the childless. A most significant 
contribution has been made by Burgess and Cottrell.'° 
They found that poor marital adjustment existed in only 
9 per cent of cases in which children were wanted. but 
not present and in 20 per cent in which they were 
wanted and present, in contrast to 55 per cent of cases 
in which they were not wanted and not present and 66 
per cent in which they were not wanted but present. In 
other words, what creates unhappiness is not so much 
the absence of children as the absence of desire for 
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children. Most people who do not truly want them 
probably have personality defects—for example, in- 
fantilism—similar to those that are common in the 
childless divorced group. 

From the data here reviewed it becomes evident that 
undiscriminating attempts to give children to the child- 
less can in many cases produce results detrimental to 
the welfare of society. The best adoption agencies reject 
all applicants who do not conform to a high standard of 
fitness for parenthood. Similar caution should be ex- 
ercised in the selection of patients for donor insemina- 
tion, since this is a major social operation, essentially 
the arrangement of a semiadoption. Important points to 
consider include the emotional makeup of husband and 
wife, their adjustment to each other, the presumable 
stability of the marriage, their attitude toward children 
and the particular reasons that have led them to seek 
help. Medical practitioners are generally ill prepared to 
evaluate such matters, and so there is frequent need for 
the collaboration of the psychologist, psychiatrist or 
expert marriage counselor. Only a small proportion of 
applicants will prove to be acceptable, but for most 
couples who fall into that group the fulfilment of their 
desire becomes one of the most gratifying of human 
experiences. 

Donor insemination is not illegal, nor is it considered 
to be immoral except by minority groups. But since it 
involves the invasion of a woman’s body for purposes 
of reproduction by a man not her husband, it does 
overstep the bounds of the conventional social mores. 
On that account certain special emotional reactions may 
be expected over and above those that occur in ordinary 
cases of involuntary sterility. It is particularly impor- 
tant, therefore, to survey the psychological aspects of 
the subject not only in theory but with a view to deciding 
how each couple might be affected in practice. 

Women totally lacking the desire for children are so 
rare that they may be considered as deviants from the 
normal. In ordinary women this desire exists, but in 
widely varying degrees; hence its frustration produces 
effects ranging all the way from mild disappointment 
to desperate unhappiness. Some childless wives find an 
outlet for their thwarted procreative urge by engaging 
in other creative activities. Some lavish their potential 
mother love on their husbands or other people’s chil- 
dren, if not on domestic pets. Adoption may provide an 
opportunity — to express both maternal love and the 
masoch ine willingness to sacrifice. But only 
by bearing a child herself can a woman satisfy her 
narcissistic instinct to continue her own physical ego in 
the flesh of her flesh. 

A wife denied the full emotional experience of moth- 
erhood because of the infertility of her husband is 
bound to develop special reactions and attitudes toward 
him. Some degree of resentment is almost inevitable, 
together with a devaluation of his masculinity. These 
feelings may increase to the point of becoming intoler- 
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able to both partners, particularly if the man is deficient 
in sexual potency as well as in fertility. More frequently 
the wife succeeds in making an adjustment to the situa- 
tion. Deutsch '! distinguishes three sorts of reactions, 
which occur singly or in combination: The masculine- 
aggressive woman insists on having a child of her own 
body, cost what it may. She is a ready, though rarely 
ideal, candidate for donor insemination, sometimes ob- 
taining her husband’s reluctant consent by a species 
of emotional blackmail. Second, there is the wife who 
accepts childlessness and lives on good terms with her 
sterile husband but demands from him constant proofs 
of his masculinity in the way of achievement and ma- 
terial success. And, third, the truly motherly woman 
compensates for her lack of children by directing her 
motherliness toward other persons or objects, real or 
symbolic. 

Clinical observations suggest that feminine psy- 
chology is not intrinsically antipathetic to donor insemi- 
nation. The patients are seldom troubled by any notion 
of violation of their bodies; indeed, some of them derive 
a peculiar satisfaction from the coldly scientific nature 
of the operation. Successful results create a feeling of 
superiority and triumph over the male, as well as a sense 
of fulfilment. No doubt large numbers of women would 
gladly receive this sort of help were it not for extrinsic 
deterrent influences. The procedure is new, strange and 
radical. It is vaguely associated with suggestions of 
legal and moral irregularity. Results once obtained are 
irrevocable and must be accepted for better or worse. 
But apparently what makes wives hesitate more than 
anything else is the fear, sometimes well founded, that 
their husbands will not be able to make both the im- 
mediate and the long term adjustments necessary for 
the happy working out of the project. 

Mead *” is doubtless correct when she states that in 
modern civilizations every normal man wants to beget 
children. Children furnish proof of his virility, com- 
plete the socially accepted triangular pattern of the 
family, satisfy his wife’s strongest biologic urge, give 
him the pleasures of the father-child relationship and 
to some extent assure the continuation of his name and 
his virtues. But it would be safe to say that on the 
average, and with due allowances made for individual 
variations, the philoprogenitive drive is less powerful 
in men than in women. The male finds it relatively 
easier to allocate a substantial part of his productive 
impulsions to goals other than physiological reproduc- 
tion. In general, the renunciation of children is less 
traumatic to husbands than to wives. 

In the case of male sterility, however, special emo- 
tional factors affect the husband. He knows that he is 
responsible not only for his own disappointment but 
also for the sad frustration of his wife’s yearnings, and 
as a result he is beset by feelings of inadequacy, in- 
feriority and guilt. It is incidentally noteworthy that 
similar feelings do not greatly trouble sterile wives of 
fertile husbands. But the traditionally proud lord of 
creation, finding himself unable to create a baby, is 
likely to develop a strong sense of personal devaluation. 
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As regards their attitudes toward donor insemination, 
sterile husbands may be broadly classified in three 
groups: First, there are men, often tending to be neu- 
rotic, who are so constituted psychologically that the 
whole idea is unacceptable. Such a man considers the 
performance of the operation as scarcely less offensive 
than adultery. The wife’s pregnancy aggravates by con- 
trast his own feeling of biologic inferiority. Jealousy of 
the unknown donor may develop. The child is likely to 
be more resented than loved. In these circumstances 
insemination would simply invite emotional and social 
disaster. Since most men of this type never come to 
discuss their problem, it is hard to estimate how com- 


- mon they are, but one suspects that the total number 


is considerable. The second group is the direct opposite 
of the first in that the attitude of its members toward 
insemination is basically simple and unaffected. The 
idea of another man’s intrusion does not disturb the 
husband. He shares with his wife in the emotional satis- 
factions of pregnancy, welcomes the child and soon 
identifies himself in the role of father. 

The majority of men who request donor insemination 
of their wives belong to a third group, intermediate 
between the two just described. Such a husband is 
obliged at the outset to overcome some degree of 
reluctance and hesitation, but this he manages to do, 
impelled by one or another of several motives: to make 
his wife happy, to obtain a child that he himself desires, 
to discharge his guilt feelings or to conceal his sterility. 
If he succeeds in making a really satisfactory adjust- 
ment, all will be well; often he becomes as eager as his 
wife to have the operation carried out. But no type of 
case requires more careful psychological evaluation, 
since it is always possible that the man’s new attitude, 
however sincerely he believes in it at first, may prove 
to be unstable and transitory. In some future emotional 
crisis he might even react so strongly as to develop 
feelings of resentment, hate and disgust toward the 
whole situation. 


SUMMARY AND CONCLUSIONS 

The medical indications for donor insemination are 
broader than is generally appreciated, for at present 
this procedure offers practically the sole hope of relief 
not only in cases of absolute male sterility but also in 
a much larger group of cases in which the male partner 
is only relatively infertile. 

The experience of hundreds of couples has proved 
that donor insemination can bring great happiness. On 
this account there is a growing interest in the procedure 
among physicians, as well as a steadily increasing de- 
mand for it on the part of the laity. Donor insemination 
is undoubtedly destined to be employed more and more 
as time goes on. 

But sociologic and psychological contraindications 
are numerous and important. Incalculable harm will be 
done if practitioners neglect these and start using donor 
insemination as a sort of assembly line technic aimed 
at mass production, as a routine manipulation of life 
or as an impersonal regimentation of the human repro- 
ductive powers. 

The formula for accomplishing the most good to- 
gether with the least harm is careful study of all appli- 
cants and refusal to accept unsuitable cases. 
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CLINICAL NOTES | 


CONGENITAL HEMOLYTIC ANEMIA 
REPORT OF FOUR CASES IN ONE FAMILY 


Michael Shellhouse, M.D. 
Hyman R. Morris, M.D. 


and 


Vernon L. Cotterman, M.D., Gary, Ind. 


The purpose of this paper is to present an interesting 
family pedigree of four generations in which familial 
hemolytic anemia or jaundice was present. 


The grandmother of Mrs. K. died at the age of 23 
years from “complications of an enlarged spleen and 
yellow jaundice.” A sister of the grandmother also died 
of yellow jaundice in the fifth decade. The two parental 
relatives (father and his sister) both had enlarged 
spleens and frequent clinical attacks of jaundice and 
anemia. The father of Mrs. K. is still living at age 63, 
but his sister died at 33 years of age of “complications 
of yellow jaundice.” We were indeed fortunate to obtain 
a complete blood count from Mrs. K.’s father on 
March 28, 1950. It was he who was instrumental in 
delaying surgery on his only child (Mrs. K.) and his 
three granddaughters until they were desperately ill. The 
following is the report of the blood count: 2,240,000 
red blood cells, with a hemoglobin content of 39 per 
cent (6.0 Gm.), a color index of 0.88 and 7,400 white 
cells with a normal differential count. The appearance 
of the red cells showed marked microcytosis, a few 
poikilocytes and a few polychromatic cells. The spleen 
was on a level with the umbilicus, and the color of the 
skin was very pale and slightly icteric. 


One of us was fortunate to observe Mrs. K. for a 
period of 15 years: before she was married, after she 
was married and during her various operations and 
three obstetric deliveries. 


The following four case reports are necessarily brief, 
as are the hospital data and follow-up examinations of 
Mrs. K. and her three children. 


REPORT OF CASES 


Case 1.—Mrs. K., a biparous women 25 years old, was 
admitted to the hospital on July 23, 1943 complaining of 
pain in the right upper quadrant, jaundice and pruritus. Her 
past history showed that she has been anemic all the time 
and jaundiced a good part of the time, and the spleen had 
always been enlarged. At one time she was told that she 
had Hodgkin’s disease. In 1939 and 1942 she had spontaneous 
deliveries during which several blood transfusions were neces- 
sary because of severe anemia due to congenital hemolytic 
anemia. She had been advised on repeated occasions to have 
a splenectomy. However, her father persuaded her against this. 
The red blood cell count on admission was 2,800,000, with a 
hemoglobin content of 8 Gm. Her urine showed 4 + reaction 
for bile. She received 1,500 cc. of whole blood prior to cho- 
lecystectomy and 500 cc. during surgery on Aug. 4, 1943. The 
gallbladder was thin and filled with variable-sized stones. 
The appendix was retrocecal and bound down with adhesions. 
The spleen was large, smooth and not adherent. She was dis- 
charged on August 12 after an uneventful postoperative course. 
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On Nov. 22, 1944, she was readmitted for splenectomy. 
Laboratory data of significance were the following: There were 
2,600,000 red blood cells, with a hemoglobin content of 7.3 
Gm., and 10,450 white cells. The red cells were predomi- 
nantly microcytic. The icterus index was 19. A direct van den 
Bergh reaction was negative; an indirect reaction gave a read- 
ing of 3.7 mg. per 100 cc. of serum. A fragility test showed 
initial hemolysis in 0.50 per cent sodium chloride solution and 
complete hemolysis in 0.34 per cent. The patient received 
2,500 cc. of whole blood before and during surgery. A sple- 
nectomy was performed on December 5. The spleen was 
enlarged to six times normal size and was adherent to the 
left lobe of the liver and to the lateral abdominal wall. A 
small accessory spleen, 2.5 cm. in diameter, was found 
adjacent to the splenic pedicle. It was also removed. Mrs. K. 
left the hospital on her ninth postoperative day. Her blood 
cell count at this time was 4,500,000 red cells, with 13.8 
Gm. of hemoglobin and 9,000 white cells. 

On Oct. 31, 1947, Mrs. K. was again readmitted to the 
hospital, this time to the obstetric department, because of 
toxemia of pregnancy. Her estimated confinement was about 
November 20. After a few days in the hospital she was much 
improved. Her blood cell count at this time was normal 
except for a white cell count of 18,300, with a normal differ- 
ential count. Delivery occurred on December 1; it was very 
difficult because of face presentation. It is of interest to men- 
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Family tree of family with congenital hemolytic anemia. The black 
circles indicate members of the first and second generations who died of 
“complications of yellow jaundice’’; the str:ped circles, living members of 
the third and fourth generations on whom splenectomy has been per- 
formed. The black and white square indicates the father of Mrs. K. 


Pourth Generation 


tion at this time that the baby at the age of 1 month had an 
enlarged spleen and appeared anemic. The two sisters of the 
baby, likewise, had enlarged spleens during early infancy. 

Mrs. K. was readmitted several times to the hospital for 
recurrent duodenal ulcers and acute pancreatitis; she was last 
admitted on June 13, 1948, because of jaundice and epigastric 
pain. A diagnosis of obstruction of the common bile duct was 
made. An exploratory operation was performed. The duct con- 
tained many small calculi and one large calculus. A liver 
biopsy was performed. The patient was dismissed 18 days post- 
operatively. The pathologist reported that microscopically the 
biopsy speciman revealed a periportal cirrhosis. Many of the 
liver cells contained bile pigment. Some of the fibrous tissue 
trabeculae contained macrophages that were filled with hemo- 
siderin. The last blood cell count was 4,750,000 red cells, with 
a hemoglobin content of 14.0 Gm., and 11,700 white cells, 
with a normal differential count. 


Case 2.—P. K., a white girl aged 9 years, was admitted 
March 25, 1949 to the emergency room in a critical condi- 
tion. She was irrational; her temperature was 101.8 F., pulse 
rate 160 and respiratory rate 40. Physical examination showed 
the spleen on a level with the umbilicus. A few moist rales 
were present in both lungs. The blood count at this time was 
1,500,000 red cells, with a hemoglobin content below 10 per 
cent, and 3,000 white cells. She was given oxygen, antibiotics 
and 500 cc. of whole blood. Marked improvement followed 
the transfusion. The following day she received another 50U 
cc. of blood. Two days after admission her blood count was 
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3,200,000 red cells with a hemoglobin content of 8.6 Gm. 
There were 6,950 white blood cells. The patient was discharged 
in good condition. Splenectomy was advised. Surgery was not 
allowed because the grandfather did not think it was necessary. 
However, on April 22, 1949 the patient was readmitted for 
splenectomy. On admission the spleen was 6 cm. below the 
costal margin. The patient complained of malaise and general 
weakness. The complaint was chronic. She was given 500 cc. 
of whole blood, and the spleen was removed through a trans- 
verse abdominal incision. The spleen was firm and markedly 
enlarged, with several firm adhesions at the upper pole. The 
postoperative course was uneventful. She was dismissed on 
her seventh postoperative day. The blood cell count at this 
time was 4,320,000 red cells, with a hemoglobin content of 
12.6 Gm., and 11,450 white cells. 

The pathological report briefly was that a section of the 
spleen revealed a picture compatible with the diagnosis of 
congenital familial hemolytic icterus. 

Of scientific interest in this patient is the fact that in the 
several blood studies made several years ago before surgery 
her red cells showed no abnormal fragility. Micrccytosis was 
predominant. 


Case 3.—M. K., a white girl aged 7 years, was admitted to 
the hospital on April 4, 1949 in a poor condition. The temper- 
ature was 102.2 F., pulse rate 104 and respiratory rate 18. 
Physical examination revealed a very pale child with a large 
spleen, extending to the umbilicus. The blood count was 1,430,- 
000 red cells, with a hemoglobin conteat of 26 per cent. She 
was given 500 cc. of whole blood. Improvement was noted 
immediately after transfusion. After three more blood trans- 
fusions of 500 cc. each, her blood cell count was 4,870,000 
red cells with a hemoglobin content of 94 per cent. The spleen 
was removed through a ieft transverse abdominal incision. 
Several firm subdiaphragmatic adhesions were found. The 
patient made a rapid and uneventful recovery. She was dis- 
charged on the eighth postoperative day. Her red blood cell 
count at this time was 4,450,000, and the hemoglobin was 89 
per cent. 


Case 4.—D. K., a white girl aged 16 months, was admitted 
to the hospital on April 7, 1949 with fever and splenomegaly. 
Physical examination revealed an acutely ill infant, very 
irritable, with marked pallor of the skin and mucous mem- 
branes. The spleen was enlarged to the midline of the addomen 
and 8 cm. below the costal margin. A complete blood cell 
count on admission revealed 1,590,000 red cells, 3.9 Gm. of 
hemoglobin and 31,850 white ceils, with a normal differential 
distribution. There were 22 nucleated per 100 red cells. 
Fragility and icteric index were normal. Microcytosis pre- 
dominated again. A diagnosis of hemolytic crisis was estab- 
lished. The patient was given 250 cc. of whole blood 
immediately. She improved, and after three more transfusions 
of 250 cc. each of whole blood the spleen was removed through 
a transverse abdominal incision. On the following day the red 
cell count was 5,500,000, and the hemoglobin content was 
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18.2 Gm.; the white cell count was 10,400. The patient was 
dismissed on the seventh postoperative day, after an unevent- 
ful recovery. 

The pathological report briefly was that microscopically a 
section of the spleen revealed a picture which was compatible 
with the diagnosis of congenital hemolytic anemia. 


COMMENT 

Boyd' states that the spleen is a “vast reticulo- 
endothelial sponge with a certain amount of lymphoid 
tissue superadded, an apparatus admirably designed to 
detain and alter the blood which filters through it.” 
Splenectomy performed for several varieties of splenic 
anemia is thought to relieve the liver from a relatively 
large amount of work. It has been estimated by Boyd 
and Lahey * that about 25 per cent of the portal blood 
comes from the spleen. In the event splenomegaly per- 
sists, the liver will show cirrhosis, as is shown in case 1. 
Early diagnosis * and early removal * of the spleen and 
accessory spleens result in a greater percentage of cures. 
Curtis and Movitz’* show that autotransplantation of 
splenic tissue may occur and that this may result in 
recurrences of symptoms; and they further admonish 
that search be made for accessory spleens in other 
parts of the abdomen, including the pelvis. 

It is not the purpose of this paper to discuss the eti- 
ology of congenital hemolytic anemia or the allergic and 
hematological phenomenal aspects of this condition.° 

The outstanding feature as shown in this family 
group is anemia and splenomegaly manifesting itself 
early in life. The chronicity and repeated episodes of 
“colds” which were present in the children may have 
been slight attacks of acute crisis. The sudden wave of 
acute crisis as manifested in the three children within 
several days of one another may have been initiated by 
an exogenous factor which spread from one child to 
the others. 

The question whether one should or should not trans- 
fuse is debatable.’ It appears to be good surgical judg- 
ment to have a patient in as good a condition as possi- 
ble before surgery. However there are times when this 
may be impossible. In our series the red blood cell 
counts and hemoglobin levels were low. There were 
large amounts of blood transfused without any reac- 
tions or complications. The sudden improvement in 
each case was remarkable. 

The absence of icterus and presence of normal eryth- 
rocyte resistance does not exclude the diagnosis of con- 
genital hemolytic anemia. According to Debre and his 
co-workers * greater attention could be given to this 
disease, and it could be more frequently diagnosed in 
infancy if icterus were not considered as an inevitable 
symptom. In our series icterus was present in the 
mother because of gallstones in the common duct, 
while the children were very pale. 


SUMMARY 


A brief family history of four generations and a 
family tree are presented. Large spleens, jaundice and 
anemia are present throughout the family. Several mem- 
bers in whom splenectomy was not performed died of 
“complications of yellow jaundice.” A description of the 
mother and her complicated course necessitating large 
numbers of blood transfusions for her varied distur- 
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bances is presented. Five years after her splenectomy her 
complete blood count is normal. The three children of 
this mother had been anemic all their lives and had en- 
larged spleens from infancy; they also had large numbers 
of blood transfusions before splenectomies were done. 
The children are now living a normal life. Early diag- 
nosis and early splenectomy, including removal of acces- 
sory spleens, result in a high percentage of cures. 
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Bethanechol Chloride. — Urecholine Chloride (Merck). — 
C;Hi:CIN.O..—M.W. 196.68.—8-Methylcholine carbamate chlo- 
ride.—Urethane of 6-methyicholine chloride.—The structural 
formula of bethanechol chloride may be represented as follows: 


CH,CH-CH, NICHs) 


Actions and Uses.—Bethanechol chloride has pharmacologic 
propertics similar to those of methacholine chloride but differs 
from acetylcholine in that it exhibits little if any ganglionic 
stimulating action and is not destroyed by choline esterase. It 
is less toxic than some other esters of choline but is also less 
active. 

Bethanechol chloride is useful in the treatment of conditions 
which are relieved by stimulation of the parasympathetic 
nervous system. It has been used successfully in the treat- 
ment of gastric retention following vagotomy, in postoperative 
urinary retention and in postoperative abdominal distention. 

Although the drug has been tried in a number of other con- 
ditions which sometimes respond to parasympathetic stimula- 
tion, its precise role is not fully established. It may, however, 
be tried in such disorders as megacolon, adynamic ileus accom- 
panying severe trauma, acute infections, neurogenic disorders, 
neurogenic atony of the urinary bladder with retention and 
gastric atony and retention following gastric surgery. 

Dosage.—The optimum method of administration and the 
dosage must be determined for the individual. Mild or mod- 
erately severe disorders may respond to oral therapy, whereas 
severe maladies may require subcutaneous injection of the drug. 

Oral doses of 10 to 30 mg. of bethanechol chloride three 
or four times daily meet most needs. The effect of the drug 
is sometimes apparent within 30 minutes. 

The drug should never be given intravenously or intra- 
muscularly. It may be administered subcutaneously to patients 
who do not respond to oral therapy or to those whose physical 
condition precludes it. The usual subcutaneous dose is 5 mg. 
(1 cc.), although some patients respond satisfactorily to as 
little as 2.5 mg. (0.5 cc.). It is suggested that the minimum 
effective dose be determined in each case by injecting 2.5 mg. 
initially and following this with a second, third or fourth dose 
of similar size at 15 to 30 minute intervals if neither satis- 
factory response nor disturbing side effects result. The opti- 
mum dose thus determined may be repeated 3 or 4 times daily, 
if required. Subcutaneous injection of single doses up to 10 
mg. may be necessary to produce a satisfactory response, but 
such doses should be given only after adequate trial with doses 
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of 2.5 to 5 mg. Unpleasant and occasionally severe side effects 
may occur following subcutaneous doses of 5 to 10 mg. All 
effects of the drug can be abolished promptly by subcutaneous 
or intravenous injection of 0.6 mg. atropine sulfate. 

Tests and Standards.— 


Physical Properties: Bethanechol chloride is a white, crystalline solid 
with an amine-like odor. It melts between 217 and 220 C. with decompo- 
sition. It is very soluble in water; freely soluble in alcohol; and practically 
insoluble in chloroform, benzene and ether. The pu of a 0.5 per cent 
solution is between 5.5 and 6.3. 

Identity Tests: To about 0.5 Gm. of bethanechol chloride add a ey 
drops of 10 per cent sodium hydroxide and heat gently: the odor o 
ammonia is noticeable (distinction from choline chloride and Guike 
dihydrogen citrate). 

To 2 ml. of cobaltous chloride solution (U.S.P. test solution diluted 
1:25) add 1 ml. of 5 per cent bethanechol chloride. Add 2 ml. of 2 per 
cent potassium ferrocyanide solution: an emerald green color forms 
immediately which fades rapidly on standing (distinction from choline 
chloride which gives a persistent color). 

To 5 ml. of 1 per cent bethanechol chloride add several drops of nitric 
acid and 1 mil. of silver nitrate T.S.: a white, curdy precipitate forms 
(distinction from choline dihydrogen citrate). 

Purity Tests: Dry about 0.5 Gm. of bethanechol chloride, accurately 
weighed, in a vacuum over phosphorus pentoxide for 24 hours: the loss 
in weight is not more than 1.0 per cent. 

Ash about 0.2 Gm. of bethanechol chloride, accurately weighed: the 
residue is not more than 0.1 per cent. 

Assay: (Bethanechol Chloride) Accurately weigh about 0.2 Gm. of 
choline chloride, U.S.P. Reference Standard, into a 100 ml. volumetric 
flask and make up to the mark with water. Transfer 4, 5, 6 and 8 mi. 
portions of the solution to separate test tubes, to each tube add 5 mi. of a 
freshly prepared and filtered saturated solution of ammonium reineckate 
(about 0.15 Gm.: 5 ml.), shake and allow to stand for 20 minutes. Filter 
the mixtures with suction through fritted glass funnels. Wash the preci- 
pitates with 5 ml. portions of ice-cold water until the filtrates are colorless 
and then with 2 mi. portions of ice-cold alcohol. Continue drawing air 
through the filter funnels until the precipitates are dry. Place test tubes 
under the stems of the funnels in the suction flasks and, with the aid of 
suction, wash the precipitates into the test tubes with three 5 ml. portions 
of acetone. Transfer the filtrates to 25 ml. volumetric flasks, rinse the 
test tubes with acetone, make up the solutions to 25 ml. with acetone and 
shake. Measure the light absorption at 5,260 A with a spcetrophotometer. 
Use acetone as a blank. Plot absorptions versus concentrations to give a 
standard curve. 

Accurately weigh into a 100 ml. volumetric flask about 0.15 Gm. of 
bethanechol chloride and dilute to the mark with water. Transfer 10 ml. 
of the solution to a test tube and proceed as before. Obtain the choline 
chloride equivalent of the test solution by referring its absorption value to 
the standard curve. Each gram of choline chloride is equivalent to 1.409 
Gm. of bethanechol chloride. The amount of bethanechol chloride present 
is not less than 95.0 nor more than 105.0 per cent. 

(Chloride) Dissolve about 0.4 Gm. of bethanechol chloride, accurately 
weighed, in 50 ml. of water in a glass-stoppered Erlenmeyer flask and 
add 50 mi. of 0.1 N silver nitrate, 3 mi. of nitric acid and 3 mi. of 
nitrobenzene. Swirl the contents of the flask to entrap the precipitate. 
Add 2 ml. of ferric ammonium sulfate T.S. and titrate the excess silver 
nitrate with 0.1 N ammonium thiocyanate. Each ml. of 0.1 N silver 
nitrate is equivalent to 0.003546 Gm. of chloride. The amount of chloride 
present is not less than 17.7 nor more than 18.6 per cent. 

(Nitrogen) Transfer about 0.1 Gm. of bethanechol chloride, accurately 
weighed, to a semimicro Kjeldahl flask and proceed as directed in U.S.P. 
XIV, p. 741. Each ml. of 0.1 N acid consumed is equivalent to 0.001401 
Gm. of nitrogen. The amount of nitrogen present is not less than 14.0 
nor more than 14.8 per cent. 


Dosage Forms of Bethanechol Chloride 


SOLUTION. Assay: Pipet into a test tube an amount of the solution 
equivalent to 15 mg. of bethanechol chloride. Dilute to 10 ml. with water 
and proceed with the spectrophotometric determination described in the 
monograph for Bethanechol Chloride starting with, “. . . add 5 ml. of a 
freshly prepared and filtered saturated solution of ammonium rei- 
neckate, . . .” The amount of bethanechol chloride present is not less 
than 90.0 nor more than 110.0 per cent of the labeled amount. 

TABLETS. Assay: Accurately weigh 30 tablets and grind them. Weigh 
out an amount equivalent to about 0.15 Gm. of bethanechol chloride and 
transfer it to a glass-stoppered Erlenmeyer flask. Add 50 ml. of water, 
shake the flask for 2 hours, filter the mixture through a fritted glass funnel 
into a 250 ml. suction flask, wash the precipitate with ten 10 ml. portions 
of water, resuspending the precipitate by stirring at each washing and 
collecting the washings in the flask. Transfer the solution to a 200 ml. 
volumetric flask. Make up to the mark with water. Transfer 10 mi. of 
the solution to a test tube and carry out the spectrophotometric deter- 
mination described in the monograph for Bethanechol Chloride starting 
with, “. .. add 5 mi. of a freshly prepared and filtered saturated solution 
of ammonium reineckate. . .”’ but make up the final acetone solution 
to 10 ml. instead of 25 ml. The amount of bethanechol chloride present 
is not less than 90.0 nor more than 110.0 per cent. 


Solution Urecholine Chloride: 1 cc. ampuls. A solution con- 
taining 5 mg. of bethanechol chloride in each cc. Merck and 
Company, Inc., Rahway, N. J. 

Tablets Urecholine Chloride: 5 mg. U. S. Trademark 389,307. 
Merck and Company, Inc., Rahway, N. J. 
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POLIOMYELITIS IN PREGNANCY 


Medical literature prior to 1932 contains only occa- 
sional reference to poliomyelitis complicating pregnancy. 
Thus, McGoogan,' writing about this time, found only 
five cases reported in the literature, to which he added 
three he had observed in Nebraska. The type of case 
reported was usually that of severe or fatal poliomyelitis 
occurring in the third trimester of pregnancy. 

Baker and Baker ° stated that, during the Minnesota 
epidemic of 1946, 695 patients with acute anterior polio- 
myelitis were admitted to the Minnesota General Hospi- 
tal between July 29 and September 21. There were 115 
women in this group, 30 of whom were pregnant. Analy- 
sis of their cases and of those reported in current litera- 
ture revealed that 25.3 per cent of the women in the 
childbearing period cited in these studies were pregnant. 
The percentage of pregnant women among female polio- 
myelitis patients of the childbearing age was more than 
four times that of the pregnant women among the corre- 
sponding group of the population at large. It would, 
therefore, appear that a pregnant woman is more sus- 
ceptible to poliomyelitis than a nonpregnant woman. 
These statistics also emphasized the relatively high per- 
centage of abortion, namely, 30.4 per cent. Pregnancy 
per se appeared to have little influence on the course of 
the disease or the extent of the paralysis. There was no 
evidence that the fetus can contract poliomyelitis in 
utero. 


Taylor and Simmons,’ in reporting on the Colorado 
epidemic of 1946, likewise noted that the pregnant wo- 
man was twice as vulnerable as the nonpregnant woman. 
Schaefer and Shaw,* in 1949, reported 18 women with 
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acute anterior poliomyelitis complicating pregnancy. The 
disease appeared to have little effect on the pregnancy, 
labor or the offspring. The virus, they concluded, was 
not transmitted to the fetus in utero or through the breast 
milk. Weaver and Steiner * analyzed 70 cases of polio- 
myelitis occurring in pregnancy. Of these 17.1 per cent 
occurred in the first trimester, 34.3 in the second and 
48.6 in the third. They presented experimental evidence 
to show that chorionic gonadotropin might play a role 
in increasing the resistance of the pregnant female during . 
the first trimester of pregnancy. 


Aycock * advanced the idea that, because the upper 
respiratory mucosa is considered as the portal of entry of 
the poliomyelitis virus, the suspected selectivity seen in 
the association of poliomyelitis with pregnancy, in view 
of known mucous membrane alterations due to estro- 
genic changes of pregnancy, suggested that the “autar- 
ceologic susceptibility” may reside, at least in part, in the 
estrogenic substance itself. 


A recent article by Horn * contains the largest reported 
series of cases of poliomyelitis in pregnancy, together 
with a summary of cases reported in the literature to 
date. Her own series contains 180 cases that occurred 
in Los Angeles County in the 17 year period 1934-1950. 
The mortality rate in this series was 7.7 per cent. The 
mortality rate by trimesters was 7.7 per cent, 5.3 per cent 
and 10.6 per cent, respectively. Analysis of 462 cases re- 
ported in the literature lists 59 deaths, or a mortality rate 
of 12.7 per cent. When 71 cases in England and Wales 
and 19 recently reported by Fox and Belfus * have been 
added, a total of 552 cases of poliomyelitis complicating 
pregnancy are recorded in world literature. 


Analysis of previously reported material has evidently 
resulted, according to Horn, in the following conclu- 
sions: 1. Pregnant women have an increased suscepti- 
bility to poliomyelitis. 2. There is an increased resistance 
in the first two trimesters. 3. The severity of the disease 
is increased in the third trimester. 4. Factors stich as 
hormones of pregnancy or increased fatigue associated 
with pregnancy account for the increased susceptibility, 
increased resistance and increased severity. 5. There has 
been an increased incidence of spontaneous abortion, as 
high as 35 per cent. This author believes that the total 
number of recorded cases of poliomyelitis is only a small 
fraction of the actual number, in view of the fact that the 
recognition of nonparalytic forms of poliomyelitis has 
been accomplished in relatively recent years. She has ob- 
served, and reports in the literature indicate, that infants 
do not contract poliomyelitis in utero but only from con- 
tact with the mother after delivery. The course of preg- 
nancy is not changed by the occurrence of poliomyelitis. 
She believes that interference in pregnancy complicated 
by poliomyelitis may be indicated only in the few cases of 
bulbar spinal poliomyelitis that occur after the thirty- 
second week of pregnancy, in which the presence of 
the pregnant uterus increases respiratory embarrassment, 
and in which respirator care, early tracheotomy and 
endotracheal suction with administration of oxygen are 
essential in the attempt to save the patient’s life. Cesarean 
section, therefore, may have a place, in a few selected 
cases, as a method of rapid termination of the pregnancy 
under carefully, coordinated and controlled management. 
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Horn feels that a more accurate knowledge of the total 
number of the population that contracts poliomyelitis, 
together with an accurate estimate of the incidence in 
pregnant females, as compared with nonpregnant females 
in the same age groups, is needed before there can be 
satisfactory statistical evaluation of the susceptibility of 
pregnant women to poliomyelitis or to the severe forms 
of the disease. 


SIXTH ANNUAL CONFERENCE 
ON RURAL HEALTH 


The Sixth Annual Conference on Rural Health at 
Memphis excited favorable comment from those in at- 
tendance, who pointed out that reported experience of 
communities in solving their own health problems would 
result in similar efforts elsewhere. The bottleneck in 
many of these excursions in local citizenship cooperation 
too often has been lack of understanding that local phy- 
sicians as citizens have much to contribute to community 
improvement. 

The Committee on Rural Health was appointed by 
the Board of Trustees of the American Medical Associa- 
tion in June 1945, at the invitation of the board of di- 
rectors of the American Farm Bureau Federation, who 
desired help in improving the health conditions of rural 
America. Since the turn of the century the number of 
rural physicians had been rapidly declining, through 
death, disability and retirement. Relatively few recent 
graduates were hanging their shingles in the villages. 
This alarming situation had been a matter of much study 
and concern on the part of rural leaders of the great 
farm organizations such as the Farm Bureau and the 
Grange, who were being importuned to champion gov- 
ernment assistance such as that proposed by the Wagner- 
Murray-Dingell bills. 

The first annual conference took place in March 1945. 
Broad participation by individuals and representatives 
of groups and services has served to enrich each confer- 
ence with a wide array of judgment based on intimate 
knowledge of conditions in all states of the Union. The 
conferences have progressed from the study and survey, 
so urgently needed in the early years, through formation 
of state councils, to promotion of county organization 
for community improvement and better health and living 
conditions for the individual. 

The philosophy guiding the committee constitutes a 
departure from traditional professional effort. It is built 
around the physician as a citizen, as a member of his 
community, interested in the economic and physical wel- 
fare of his neighbors—a concept bestowed freely and 
equally by him on all other members of society. 

It was early evident that the American Medical Asso- 
ciation could not alone achieve success. This is equally 
true on the state and county level. The committee sought 
the help first of the farmer organizations: the Farm 
Bureau, the National Grange, the National Milk Pro- 
ducers Federation, and the Farmers Union. Each was 
invited to appoint two of their interested members to act 
as advisors. Later the Committee on Extension Organiza- 
tion and Policy of the Land-Grant Colleges, the Farm 
Foundation and the American Agricultural Editors As- 
sociation were invited to appoint advisory members. In 
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preparation for each annual conference the advisory 
members meet with the committee, and from their knowl- 
edge and experience with current techniques, subject 
matter and speakers, the conference is formed. This is 
not a physicians’ meeting; it is not a farmers’ meeting; it 
is a meeting where anyone is privileged to express his 
opinions freely during periods of discussion and gain all 
support possible for his point of view. The American 
Medical Association, while sponsoring the conference 
at considerable expense, claims no preferred position as 
host. All it has asked is that it be allowed to contribute, 
within the limits of its knowledge and experience, when- 
ever health and medical subjects are under consideration. 
No conclusions concerning subjects under study at the 
conference are made on the basis of a vote. All agree- 
ments are reported. It has happened many times that the 
controversial subjects of yesteryear have found general 
acceptance through modification due to further experi- 
ence and the passage of time. Much of the success at- 
tained has been through the understanding that this was 
a free forum where everyone’s right to personal freedom 
of expression was conceded and respected. 

It has been increasingly evident, with the passing of 
each conference, that rural health organizations must 
eventually arrive at doing something constructive for the 
individual, his family and his community. Last year, at 
Kansas City, all thinking was attuned to the theme, “Let’s 
Do Something About It.” This year, with the wealth of 
six years’ experience, allergic to government assistance 
and direction as rural people are, the theme “Why Wait? 
Let’s Do It Ourselves” stimulated a recital of local com- 
munity accomplishment inspiring to everyone who still 
had faith that the rugged self reliance of pioneer fore- 
bears still pulsed through the veins of farm people of 
today. 

The committee can justly claim credit for having 
accomplished a number of things. Among the direct 
effects can be mentioned the mutual confidence and trust 
of those who, working together, have contributed so 
much to the improvement of rural health and medical 
care. This has evolved an atmosphere wherein a changed 
attitude has made possible such progressive develop- 
ments as the Hili-Burton Hospital Construction Act, with 
preservation of local control of facilities. Also, the steady 
growth of sentiment in many places is favorable to the 
organization of community councils for improving local 
conditions. When these are developed in an atmosphere 
of mutual good will and of neighbors meeting to solve 
community problems in which all have an equal interest, 
the results are good. The community council, if properly 
organized with broad interests, with proper support and 
wise leadership, can supply the channel through which 
their health problems can be solved. The emphasis now 
given in some medical schools to the practice of general 
medicine, as distinguished from specialization, and the 
promotion of extension teaching and consultation ser- 
vices for physicians remote from teaching centers, have 
been other indirect results of committee activity. 

The committee’s ultimate objective, channeled through 
the health council, is a retraining in the values and virtues 
of doing things for ourselves in contrast to the recent dis- 
position on the part of many to believe that government 
owes and should give everyone everything. In the rural 
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people, there is a natural ally whose tradition, training 
and experience are in complete harmony with this con- 
cept. 

During the years ahead the committee will promote, 
by a plan of broader citizenship training, a program of 
(1) community self help and self reliance through a local 
organization wherein the teaching of health preservation 
is encouraged and (2) emphasizing the difference be- 
tween health and medical care, which are two separate 
and distinct entities. The layman can be taught to care 
for his health and thereby reduce the need for medical 
care; however, when sickness comes, medical care by 
some physician is essential. The genius of America re- 
sides in its self confidence, its ability to overcome any 
difficulty. The program of the committee will afford 
plenty of opportunity for rural people to show convinc- 
ingly what they can do. The proceedings of the Sixth 
Annual Conference on Rural Health will be available for 
the participants and others who request them in a few 
weeks. 


QUESTIONABLE PHILANTHROPY 


A local newspaper in one of this country’s largest 
cities recently warned the citizens that they may be 
throwing away as much as twenty-five million doilars 
each year because of questionable philanthropic activi- 
ties. This deprives organizations and drives worthy of 
support of much money, and it causes many people 
to throw away money they could better use otherwise. No 
one can deny the excellence of the service offered by 
many fund-soliciting agencies, but their good work has 
been envied by some selfish groups more interested in 
personal gain than in philanthropy. It offers a good 
source of income for those who wish to turn fund solici- 
tation into a racket. 

Since World War II there has been a great increase 
in this type of effort. A representative of the Associa- 
tion of Commerce in Chicago warned that one out of 
every three dollars given to charity goes to a “weak, 
duplicating or fraudulent” organization. In Illinois there 
are 25,000 nonprofit organizations. Most are worthy of 
support. However, the Association of Commerce and 
the Better Business Bureau warn against giving funds 
to individuals who claim to represent groups about 
which the prospective donors have never heard. Further- 
more, some sharpsters pretend to represent well known 
and worthy causes. Both organizations urge donors to 
inquire if they are in doubt. They also warn the givers 
not to rely solely on a slogan, not to put too much faith 
in the names on a letterhead, as often the men and 
women included do not know their names are being 
used, and not to feel obligated because of receipt of 
unrequested stamps, novelties or other objects, as they 
can be returned or thrown away. 

Physicians should be informed about those organi- 
zations that solicit funds for health so that they can 
answer questions from their patients. Local medical 
societies might even develop an annotated list to supply 
the necessary information to physicians. 
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INFECTIOUSNESS IN TUBERCULOSIS 


In a recent study Strandgaard ' emphasizes the risk 
one incurs relying exclusively on bacteriologic exami- 
nation, as ordinarily performed, to determine the in- 
fectiousness of a patient with pulmonary tuberculosis. 
This risk arises from the fact that tuberculous lesions 
may discharge bacilli only intermittently. In Strand- 
gaard’s series 12.9 per cent of 404 patients were found 
to have lesions of this type. Repeated smears and cul- 
tures of sputum and gastric washings from these pa- 
tients Over a two year period yielded alternately positive 
and negative results. In some cases the negative phases 
lasted only a few days; in others they persisted for 
several months. This phenomenon occurred in all stages 
of the disease and in the absence of any fluctuations 
in the clinical or roentgenologic status of the patient 
that might account for such irregular behavior. It was 
seen most commonly in patients with small cavities but 
occurred also in patients with large cavities and in those 
with no apparent necrosis. The intermittent absence of 
bacilli from the sputum was thought to be due to the 
transitory occlusion of small bronchi draining the lesion 
or to the presence of areas of necrosis not large enough 
to be demonstrable roentgenologically. 

In the presence of such intermittent discharge of ba- 
cilli it is evident that the results of a single bacterio- 
logic examination, or even of multiple examinations 
performed over a short period of time, cannot be relied 
on to provide an accurate indication of the activity or 
infectiousness of a tuberculous lesion. Even when such 
examinations are done repeatedly over long periods, 
the results must be interpreted with caution. Not until 
the character of the tuberculous process has been taken 
into account and all clinical and roentgenologic evi- 
dence has been evaluated should any diagnostic or 
therapeutic decisions be made. 


COLOSTRUM ANTIBODIES 


The newborn of many animal species lack circulating 
antibodies because of the inability of maternal immune 
globulins to pass through complex placental tissues. 
Many newborn animals subsequently receive antibodies 
by ingesting maternal colostrum. A typical example of 
this is reported by Young and Underdahl,' of the Uni- 
versity of Minnesota. 

Three sows were immunized, before being bred, by 
intranasal inoculations with swine influenza virus. At 
birth the pooled serum from 28 offspring showed no trace 
of neutralizing antibodies for swine influenza virus. Both 
neutralizing and hemagglutination inhibiting antibodies 
were present in the colostrum of the dam at high titers, 
but the titers dropped considerably during the first four 
weeks and more slowly thereafter. Neither antibody was 
found in the serum of the newborn pig prior to nursing, 
but both were present in high titer within 30 hours, the 
titer falling gradually over an eight week period. 

In swine the maternal and fetal circulations are sepa- 
rated by five tissue layers.* In man there is but one layer 
and antibodies readily traverse the placental barrier. 
Hence colostrum antibodies may play a relatively less 
prominent role in man than in swine and other animals 
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ORGANIZATION SECTION 


ABSTRACT OF MINUTES OF MEETINGS OF BOARD 
OF TRUSTEES HELD IN CHICAGO, FEB. 15-16, 1951 


Legislation 

The following actions taken by the Committee on Legisla- 
tion were approved by the Board: 

S. 101 (H. R. 1545)—approve. 

S. 188—disapprove. 

S. 325—no action. 

S. 349 (H. R. 1272)—disapprove that portion of Title II 
that pertains to hospitals, clinics and public health facilities on 
the basis that the facilities are taken care of by the Hill-Burton 
bill and by the public health units bill, which is now pending in 
Congress. A_ representative has been appointed to attend 
hearings. 

S. 401—disapprove. 

S. 661 (H. R. 911)}—approve. 

.S. 676 (H. R. 1879)—no action. 

S. Res. 25—disapprove. 

H. R. 87—disapprove. 

H. R. 348—disapprove. 

H. R. 351—defer action until further information is 
available. 

H. R. 911 (S. 661)—-approve. 

H. R. 1023—disapprove. 

H. R. 1081—action deferred. 

H. R. 1168 (S. 325)—no action. 

H. R. 1174—disapprove. 

H. R. 1272 (S. 349)}—disapprove that portion of Title II per- 
taining to hospitals, clinics and public health facilities. A rep- 
resentative has been appointed to attend hearings. 

. 1287—disapprove. 

. 1368—disapprove. 

1502—approve. 

1532—disapprove. 

1545 (S. 101)—approve. 

1611—disapprove because the same service is already 
covered in the National Institutes of Health and by the National 
Poliomyelitis Foundation in their research studies in the care 
of the sick. 

. 1644—no action. 

. 1752—approve with amendments. 

. 1781 (S. 337)—disapprove. 

. 1879 (S. 676)—no action. 

. 2152—disapprove. 

. 2157—disapprove. 

J. ‘Res. 68—defer action for further information. 

R. 274—approve with certain amendments. 

. R. 516) 

H. R. 910)—defer action until a conference has been held. 


Appointments 

Dr. Clayton W. Greene of Buffalo was appointed a member 
of the Joint Commission for the Improvement of the Care of 
the Patient and Dr. William P. Shepard, a member of the 
Council on Industrial Health. 

Dr. James R. Wilson was authorized to accept appointment 
to the scientific Technical Advisory Committee of the Poultry 
and Egg National Board for the purpose of indicating types of 
research for sponsorship, what types of information they might 
offer to the medical profession and how the story could be 
told. 

Dr. Arthur L. Watkins of Boston was elected to the Council 
on Physical Medicine and Rehabilitation for a period of three 
years. 

Dr. W. E. Garrey, whose term of service on the Council on 
Physical Medicine and Rehabilitation had expired, was ap- 
pointed a member emeritus of the Council in appreciation of 
the splendid service he has rendered to that Council over a 
period of 24 years. 


FESR ERE EEE 


Dr. George N. Aagaard of Minneapolis and Dr. Joseph S. 
Barr of Boston were appointed to the Committee on Medical 
Motion Pictures, the latter to succeed himself. 

The following representatives were appointed: 


The Secretary and General Manager was requested by the 
Board to select representatives to the Biennial Conference of 
the National Association for Nursery Education. 

Dr. Fred V. Hein was asked to represent the American 
Medical Association at the National Conference for Mobiliza- 
tion of Health Education, Physical Education and Recreation. 

Dr. F. F. Borzell and Dr. William Bates to the Fifty-Fifth 
Annual Meeting of the American Academy of Political and 
Social Science, April 6-7. 

Mr. T. A. Hendricks to the Annual Conference of Blue 
Cross and Blue Shield Plans, April 16-18. 

Dr. Leonard Larson to the General Assembly of the World 
Health Organization, Geneva, May 7, 1951, or if he cannot go 
to select someone else. 

Dr. G. F. Lull to the meeting of the American Academy of 
General Practice, San Francisco, March 19-22. 

Dr. Fred V. Hein was authorized to accept the invitation 
from the National Committee for Traffic Safety to serve for a 
period of two years as a member of the board of judges of 
the National Committee on an annual citation plan for out- 
standing public support performances. 

Dr. J. J. Moore was selected by the Board to act as the sec- 
ond alternate to the meeting of the World Medical Association 
to be held in Stockholm in September 1951. The regular dele- 
gates to the meeting are Dr. E. S. Hamilton and Dr. Gunnar 
Gundersen and the other alternate is Dr. Austin Smith. 

Dr. Joseph Lawrence was selected to represent the Associa- 
tion on the War Claims Commission. 

Dr. Roy Grinker of Chicago was elected to the Editorial 
Board of the Archives of Neurology and Psychiatry to suc- 
ceed Dr. Adolf Meyer (deceased). 


Fluorescent Lighting and Soundproofing 

The Board authorized the installation of #1046 Sky-Ray 
units in the Editorial Department on the eighth floor to replace 
the present fixtures, which do not furnish sufficient light for the 
steady, close work done there, and that the ceiling be sound- 
proofed in the Directory Department and in the Circulation De- 
partment of Today’s Health. 


Libel and Slander Insurance Policy 

The libel and slander insurance policy, which covers the 
American Medical Association, its officers and authorized em- 
ployees acting in the scope of their duties for indemnification 
of any judgment that may be awarded as a result of suit be- 
cause of articles appearing in its publications and speeches 
broadcast on its radio programs or in television and speeches 
by its trustees, officers or authorized employees acting within 
the scope of their duties, was renewed. 


Resignation of Dr. Osborn 

The resignation of Dr. Stanley H. Osborn as a consultant 
to the Council on Industrial Health was accepted by the Board 
with considerable regret, and the Board voted that a letter of 
appreciation of the service he has rendered to the Council 
be sent to him. 


Advisory Committee on Education 

A grant of $2,000 for a conference of its Advisory Com- 
mittee on Education was approved by the Board for the Coun- 
cil on Physical Medicine and Rehabilitation. 


Headquarters Committee on Antivivisection 

A committee of the directors of the Bureau of Health Edu- 
cation, the Bureau of Legal Medicine and Legislation and the 
Bureau of Investigation, and the Secretary of the Council on 
Medical Education and Hospitals and of the Council on Phar- 
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macy and Chemistry was appointed as a headquarters com- 
mittee on antivivisection. 

The Board authorized the continuation of its Committee 
for the Protection of Medical Research. 


Exhibits 

Requests were considered by the Board, and approved, for 
exhibits at the meeting of the Ohio State Medical Association, 
April 24-26, the Hall of Springs, Saratoga Springs, N. Y., May 
15-November 1 and the meeting of the Mississippi State Medi- 
cal Association, May 15-17. 


Date for 1953 Clinical Session 


Dec. 1-4, 1953 was approved by the Board as the date for 
the St. Louis Session. 


Liaison with American Academy of Pediatrics 

The Board appointed the Committee on Maternal and Child 
Care of the Council on Medical Service as the Liaison Com- 
mittee between the American Medical Association and the 
American Academy of Pediatrics and discharged the committee 
of three previously appointed. 


American Medical Education Foundation 


The Board of Trustees voted to assume all the administra- 
tive expense of the American Medical Education Foundation, 
which was organized the first day of the Board meeting, so that 
none of the money contributed will be used to meet overhead; 
in other ‘words, all money contributed will go to the medical 
schools without any strings attached. Any physician who de- 
sires to earmark his contribution to this Foundation for a 
specific medical school can do so and the school will be given 
the names of those contributing, together with the amount of 
the contributions. 


Statement of Night Calls 


The Board authorized publication in THE JOURNAL of a state- 
ment on night calls (J. A. M. A., March 10, 1951, p. 737). 


Advertising 

The following action was taken by the Board with respect to 
advertising: 

In the future no article or product not used for medical pur- 
poses is to be accepted for advertising in the publications of 
the American Medical Association if any medical or quasi- 
medical claims are made in connection with the product. Ail 
such advertising is to be left to the discretion of the Advertis- 
ing Committee. If additional claims are advertised elsewhere, 
the acceptance of the advertisement for A. M. A. publications 
shall be left to the discretion of the Advertising Committee. 


Student A. M. A. 

The Board, in compliance with a request from the Student 
A. M. A., selected the following representatives to the Execu- 
tive Council: 

Dr. T. P. Murdock 

Dr. E. E. Irons 

Dr. G. Lombard Kelly 

The Board also voted to authorize the Secretary and General 
Manager to extend such financial assistance to the Student 
A. M. A. as is necessary and to bear the expense of two dele- 
gates to the meeting of the House of Delegates of the American 
Medical Association and the expenses of representatives of the 
American Medical Association to the meetings of the Executive 
Council, which probably will be held in Chicago. o 


World Medical Association 

The Board voted to recommend that the Japan Medical As- 
sociation and the Western German Medical Association be 
admitted to the World Medical Association. 


Annual Meeting of Chief Editors 

Authorization was given for an annual meeting of the chief 
editors of the special journals in Chicago at a time that seems 
convenient to all. 


J.A.M.A., April 7, 1951 


H. R. 910 


After discussing the features of H. R. 910 pro and con, the 
Board suggested a conference between representatives of the 
American Medical Association, the American Hospital Asso- 
ciation and the American Nurses Association to see if they 
can arrive at a mutual agreement. 


Contributions 


Contributions were voted by the Board to aid in the procure- 
ment of a tablet and bust of Dr. W. C. Gorgas to be placed 
in the Hall of Fame and for the Committee on Careers in 
Nursing. 

Limitations on space make this brief report necessary. 


MEDICAL LEGISLATION 


FEDERAL 


Free Drugs and Medical Services 


Senator Lodge of Massachusetts introduced S. 1119, which 
proposes to provide assistance to the states in furnishing certain 
medical aid to needy and other persons. His bill would amend 
the Public Health Service Act and allow the federal government 
to fu-nish one-half the cost of state programs which provide 
needy persons with certain free, high cost drugs and medical 
services. The federal program would be administered by the 
Surgeon General of the Public Health Service, who would pre- 
scribe regulations regarding types of drugs and services to be 
administered and personnel standards to be maintained. He 
would consult with “state health authorities,” although he could 
refuse federal aid to states failing to comply with his rules and 
regulations. Medical aid is defined as “x-ray services, laboratory 
diagnostic services, respirators and any drug which is of sub- 
stantial, accepted and specific value in the treatment or pre- 
vention of pneumonia, arthritis, Streptococcus infection, 
diabetes, pernicious anemia and other anemias, congestive heart 
failure, glandular and nervous disorders, nutritional deficiency, 
typhoid fever, and such other infectious or chronic diseases as 
the Surgeon General may from time to time prescribe.” This 
bill is similar to the author’s bill (S. 1106) introduced in the 
last Congress with the exception that the present bill includes 
the addition of free drugs for needy persons with arthritis. 


Federal Department of Health 

S. .140, introduced by Senator McClellan of Arkansas for 
himself and Senators Ferguson, Lodge and Benton, proposes to 
establish and to consolidate certain hospital, medical and public 
health functions of the government in a department of health. 
This bill would establish in the executive branch of the federal 
government, a department of health with a secretary of cabinet 
rank. The secretary (need not be a physician) would be 
appointed by the President and confirmed by the Senate. There 
would be three assistant secretaries, who would perform duties 
ass'gned by the secretary. The secretary would establish advisory 
committees of medical and allied professions to advise him with 
respect to the department’s duties. An advisory board would be 
established, composed of the Secretary of Defense, the Adminis- 
trator of Veterans’ Administration and the Surgeon General of 
the Public Health Service, to consult on policy matters. The 
follov'ing facilities would be transferred to the department of 
health (a) Public Health Service; (b) Department of Medicine 
and Surgery of the Veterans Administration and all hospitals 
and ounratient facilities of VA (but not functions of VA to 
determine eligibility for health care); (c) all hospitals and other 
medical facilities of the three military services (except one 
hospital center for each service and station hospitals and other 
medical facilities outside the continental United States); (d) 
hospital and medical facilities of the Canal Zone, and (e) Saint 
Elizabeth’s Hospital in the District of Columbia. 


The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 
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The personnel of the Public Health Service and of the Vet- 
erans Administration would continue as such in the department 
of health. The VA medical bureau, however, would be known 
as the Veterans’ Medicine and Surgery Service. Medical person- 
nel would be given postgraduate courses tuition free if they 
continued in service for three times the length of subsidized 
study. 

The bill would authorize the secretary to employ part time 
(90 day limit) physicians, dentists and nurses at rates prescribed 
by him. The secretary is directed to report to Congress in one 
year a plan to consolidate the Public Health Service and the Vet- 
erans’ Medicine and Surgery Service into a single unified pro- 
fessional health and medical career service. 


Federal Aid to Medical Education Amendments 


An amendment to S. 337 (federal aid to medical education) 
was introduced by Senator Russell of Georgia for himself and 
Senator Kerr of Oklahoma. Whereas the original bill provided, 
in the case of medical schools, payment of $500 per student for 
normal enrolment and an additional $500 for students enrolled 
in excess of normal, this amendment would pay the school only 
$100 per student for normal enrolment and $2,000 per student 
for those above normal enrolment. A similar change in ratio 
is made with respect to schools of dentistry, nursing, public 
health and osteopathy, which S. 337 would assist financially. 


School Health Services 


Representative Klein of New York introduced H. R. 3238, 
which would provide for the general welfare by enabling the 
several states to make more adequate provision for the health 
of school children through the development of school health 
services for the prevention, diagnosis and treatment of physical 
and mental defects and conditions. This bill is identical with 
H. R. 3030, introduced by Representative Bolling of Missouri 
(previously reported) and also with S. 1411, introduced in the 
Eighty-First Congress. 


Chiropodists Section in Army and Navy Proposed 

Representative Boggs of Delaware introduced H. R. 3246, 
which proposes to establish a chiropody section in the Army 
Medical Service Corps and in the Navy Medical Service Corps 
and to authorize appointments to such corps from among grad- 
uates of accredited schools of chiropody. This bill would amend 
the Army-Navy Medical Services Corps Act of 1947 by making 
chiropodists eligible for appointment as officers in their own sec- 
tion of the service. 


Chemical Additives in Food 


A bill, which generally would give the Food and Drug Admin- 
istration similar jurisdiction over food containing chemical ad- 
ditives that it now has over new drugs, was introduced by 
Representative Miller of Nebraska as H. R. 3257. It would 
amend the Federal Food, Drug and Cosmetic Act by adding 
controls and regulations concerning the addition of chemicals to 
food. The term chemical additive includes in its definition food 
preservatives, substitutions and pesticides. 


STATE 


Arizona 


Law Enacted.—Chapter 73, Laws of 1951, it revises generally the 
pharmacy law of the state. This law, to conserve and safeguard the public 
health, creates the State Board of Pharmacy, prescribes its duties, powers 
of authority, provides for the examination, registration and licensing of 
licentiates in pharmacy and pharmacy interns, regulates the manufacture, 
production, sale and distribution of drugs, medicinal chemicals, poisons 
and patent or proprietary medicines in the state. It also provides for the 
registration and licensing of pharmacies, dispensaries, drug stores and 
stores in which drugs, medicines or poisons are compounded, dispensed 
at wholesale or retail. 


California 


Bills Introduced.—A. 1541, would repeal the existing law relating to 
clinical laboratories, clinical laboratory technologists, clinical laboratory 
technicians, and clinical laboratory technician trainees and enact a new 
law in relation to the subjects. A. 3082 contemplates a change in the laws 
of the state relating to the practice of chiropractic. If this bill is enacted 
by the legislature it will have to be then submitted to the electors for 
approval, in view of the fact that the present law in California relating 
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to chiropractic resulted from an initiative measure. The pending bill pro- 
vides that the holder of a prior valid unrevoked license to practice chiro- 
practic in California will be authorized to practice chiropractic and other 
forms of therapy as taught in chiropractic schools and colleges and to 
use all mechanical, hygienic, and sanitary measures incident to the care 
of the body. It would authorize chiropractors to provide ambulatory 
surgical care which is defined as that branch of surgery which consists 
of operative procedures by electrical or other methods, which do not 
include the opening of the thoracic, abdominal, or craniai cavities, or 
the amputation of limbs or extremities. In the practice of minor surgery, 
which includes pelvic, rectal and oral surgery, the use of local anesthesia 
and the use of antiseptic and biological agents would be permitted. 


Illinois 


Bills Introduced.—H. 490, introduced by thirty-one members. of the 
House of Representatives, is a bill to protect and promote the public 
health and welfare, to aid national defense projects, and to safeguard 
animal pets by providing medical and biological research, teaching and 
testing institutions with unclaimed dogs and cats which otherwise would 
be killed in public pounds. It also proposes to license institutions and to 
provide for inspection, to provide for the designation of public health 
hazards and emergencies by boards of health and to provide the means 
of impounding stray animals in municipalities, counties and health dis- 
tricts in such emergencies and in the event of such hazards. The bill 
contemplates that an institution requiring for the effective carrying on of 
its scientific or educational activities the use of live dogs and cats may 
apply to the State Department of Health for license to obtain animals 
from a public pound operated by or under contract with municipalities 
or other political subdivisions. S$. 267 proposes to regulate the practice of 
osteopathic physician and surgeons in the state. It would require the 
Director of Registration and Education to appoint an Osteopathic Examin- 
ing Committee to pass on the qualifications of applicants and would 
provide that a license to practice as an osteopathic physician and surgeon 
would entitle the holder to the right to diagnose and treat all human ail- 
ments, including the right to use drugs and operative surgery. 


Maine 


Bill Introduced.—S, 817 proposes to give hospitals liens on policies of 
ident and in case the insured becomes injured and 
incurs liability to the hospital. 


Maryland 

Bills Introduced.—H. 694, would amend the existing law with respect 
to the deductibility of medical expenses in connection with the state in- 
come tax law by eliminating the restriction that a tax payer may deduct 
only such expenses as may exceed 5 per cent of his net income or 5 
per cent of the aggregate net income in the case of husband and wife. 
S. 406, would provide for the forfeiture of a motor vehicle or other 
vehicle, vessel or air craft used or employed in the concealment, con- 
veying or transporting of narcotic drugs for unlawful purposes. S. a 
proposes to amend the existing law so as to permit chiropractors 
of the Public Health Laboratory maintained by the State Board of Health. 


Michigan 


Bills Introduced.—H. 280 proposes that, except as otherwise provided 
by law, no autopsy, post-mortem or dissection shall be performed on the 
of a deceased without the written consent of the surviving 
spouse, if any, and if none, then one of the next of kin of the deceased 
person. A written consent to be valid must specify the type of autopsy, 
Post-mortem, dissection or examination to be performed on the corpse 
and the limitations thereof. The bill would require the filing of the com- 
plete report of the examination, autopsy, post-mortem or dissection in the 
office of the hospital in which the examination was performed, if per- 
formed at a hospital and, if not, the report must be filed at the hospital 
where the examining physician generally cares for his patients. A complete 
report must also be filed with the crime detection laboratory of the state 
department of health. H. 319, proposes to amend the Michigan Hospital 
Survey and Construction Act by increasing the number of members of 
the Advisory Hospital Council from 11 to 12 and by specifying that one 
member of the Council shall be appointed from a list of full-time health 
officers submitted by the Board of Directors of the Michigan Health 
Officers Association. 

Law Enacted.—S. R. 13, adopted Feb. 5, 1951, provide for the creation 
of a specia! committee of the Senate to study, investigate and report 
back to the legislature during the 1951 session, within sixty days, the 
feasibility of disability insurance for Michigan, and if deemed advisable 
to recommend and submit to the legislature a proper, workable disability 
insurance law. 


Minnesota 


Bill Introduced.—H. 1518, proposes to amend the workmen’s compensa- 
tion act so as to impose on an employer the duty of providing 
healing services” for injured employees entitled to the benefits of the act, 


Missouri 


il Introduced.—H. 345, would provide that any person violating any 
provisions of the state narcotic law shall be deemed guilty of a felony 
and upon conviction punished by imprisonment in the state penitentiary 
for a term of not less than five years or more than ten years and by a 
fine of $5,000. 


Pennsylvania 
Bill Introduced.—S. 411 if enacted, would amend the 
Ph. Bonne law of the state by increasing the benefits $5 a week. 
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MEDICAL NEWS 


ALABAMA 


State Medical M in Mobile.—The Medical Association of 

the State of Alabama will hold its annual session at the Admiral 

Semmes Hotel in Mobile April 9-21, under the presidency of 

Dr. Andrew D. Henderson, Mobile. Visiting speakers include: 
William B. Clark, New Orleans. 


William J. Dieckmann, Chicago, Placental Stage and Postpartum 
Hemorrhage. 


Louis K. Diamond, Boston, Use of Blood Fractions in General Practice. 
Thomas A. Johnson, Philadelphia, Diagnosis and Management of Pan- 
creatic Lesions. 


Emil Novak, Baltimore, Relation of Hormones to Female Genital 
Tumors. 
George Crile Jr., Cleveland, Treatment of Diseases of Thyroid Gland. 


Robert C. Pendergrass, Americus, Ga., Diagnosis of Diseases of the 
Colon. 


The Woman’s Auxiliary will meet in conjunction with the 
association. 


CALIFORNIA 


Research on Effects of Smog.—The Supervisors of Los Angeles 
County, acting on recommendations of the Los Angeles County 
Medical Association, have established a Medical Commission 
on Environmental Contaminants to conduct research on the 
effects of smog on health in the area. Dr. H. Clifford Loos 
was appointed chairman, and Dr. Francis M. Pottenger Jr. 
was made secretary. Research specialists, three from each of 
the medical schools of the University of California at Los 
Angeles, the University of Southern California, the College of 
Medical Evangelists and the California Institute of Technol- 
ogy, one from the research group of Cedars of Lebanon Hos- 
pital, Los Angeles, and Dr. Wilton L. Halverson, San Francisco, 
state director of public health, will comprise the remaining 
members of the commission. The county medical association 
made the recommendation following a survey of 4,700 mem- 
bers, over half of whom believe that smog constitutes a menace 
to health. 


CONNECTICUT 


Hospital Receives Million Dollar Trust.—The Charlotte Hun- 
gerford Hospital at Torrington has received a trust fund of 
$1,200,000, set up in the will of Mrs. Clara M. Swayze. The 
Gaylord Farm Sanatorium at Wallingford was bequeathed 
$100,000. Other bequests include $500,000 to the American 
Red Cross, $2,170,000 to various institutions and organiza- 
tions, and the rest of the estate is to be equally divided among 
the New York Association for the Blind, the Gaylord Farm 
and the Church Pension Fund. 


GEORGIA 


Society News.—At the March meeting of the Atlanta Radio- 
logical Society, the following new officers were elected: Dr. 
Albert A. Rayle Sr., president; Dr. Leonard Long, vice president, 
and Dr. J. Dudley King, secretary-treasurer. 


State Medical Meeting at Augusta.—The Medical Association of 
Georgia will hold its annual meeting April 17-20 at the Bon Air 
Hotel, Augusta, under the presidency of Dr. Alpheus M. Phillips, 
Macon. Out-of-state physicians to appear at the scientific pro- 
gram are as follows: 

Irving S. Wright, New York, The Abner Wellborn Calhoun Lecture: 
Neurovascular Syndromes of the Shoulder Girdle Including Hyper- 
abduction Syndrome. 

Curtice Rosser, Dallas, Texas, Evolution of a Specialty. 

George F. Lull, Secretary and General Manager, American Medical 
Association, Chicago, What American Doctors Are Dong. 

Scientific and technical exhibits will be displayed and moving 
pictures will be shown at the Partridge Inn. 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hosptals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


IOWA 


Personal.—Henry A. Mattill, Ph.D., professor of biochemistry 
at the State University of Iowa, Iowa City, received the 1950 
award of the lowa Section of the American Chemical Society 
December 9. The award is presented each year to an lowa 
chemist or chemical engineer who has made significant con- 
tributions in teaching, research or industry. 


Conference on Treatment of Burns.—A panel discussion of the 
treatment of burns is to be held at the State University of lowa 
College of Medicine, lowa City, May 4-5, sponsored by the 
department of surgery in cooperation with the Advisory Com- 
mittee on Health and Medical Services of the Civil Defense 
Committee of the State of lowa. The guest speakers will be 
Drs. William A. Altemeier, Cincinnati; Truman G. Blocker Jr., 
Galveston, Texas; James Barrett Brown, St. Louis; W. J. H. 
Butterfield, Richmond, Va., and Carl A. Moyer, Dallas, Texas. 
The conference is open to physicians of the state; there are no 
registration fees. 


KENTUCKY 


Poliomyelitis Research Grant.—The University of Louisville 
School of Medicine has been awarded $7,700 for poliomyelitis 
research, reportedly the first grant ever given an institution 
in Kentucky by the National Foundation for Infantile Paralysis. 
The research will be conducted by Dr. Alex J. Steigman, pro- 
fessor of child health at the University of Louisville School 
of Medicine. 


Kentucky Physicians Mutual, Inc., Elects Officers. —The annual 
meeting of the board of directors was held in Louisville in 
December when Dr. Branham B. Baughman, Frankfort, was 
elected president to succeed Dr. Oscar O. Miller, Louisville. 
Other officers elected were Dr. Earl C. Yates, Lexington, vice 
president, and Dr. E. Bruce Underwood, Louisville, secretary- 
treasurer. Mr. D. Layne Tynes was appointed executive director 
and Mr. Raymond F. Dixon assistant secretary-treasurer. The 
board consists of 27 members, 22 of whom are physicians. 


MARYLAND 


State Medical Meeting in Baltimore.—The annual meeting of the 
Medical and Chirurgical Faculty of the State of Maryland will 
be held at Ostler Hall, Baltimore, April 24-25, under the presi- 
dency of Dr. Walter D. Wise, Baltimore. Invited speakers at the 
scientific session include: 


William L, Wilson, Washington, D. C., The William Royal Stokes 
Memorial Fund Lecture: The Physician Against Atomic Attack. 

Ephraim Shorr, New York, The John M. T. Finney Fund Lecture: 
Participation of Vasoactive Factors Originating in the Kidney and 
Liver in Experimental and Essential Hypertension. 

Ella Lonn, Ph.D., Baltimore, Ridgeway Trimble Fund Lecture, National- 
ized Medicine—A Part of the Socialistic Program. 


A panel discussion on infectious diseases will be held at the 
afternoon session April 24 with Dr. Perrin H. Long, Baltimore, 
serving as moderator. Participants will be Drs. Joseph E. Smadel, 
Washington, D. C.; Luther L. Terry, Baltimore, and Theodore 
E. Woodward, Baltimore. At the evening program April 24 Dr. 
James Barrett Brown, professor of clinical surgery at Washing- 
ton University School of Medicine, St. Louis, will deliver another 
Ridgeway Trimble Fund Lecture on “Plastic Surgery of War 
Wounds and the Patient’s Rehabilitation.” Dr. E. Howard 
Tonolla, Baltimore, will serve as moderator at a symposium on 
bronchiectasis the afternoon of April 25, and the participants 
will be Drs. J. Gordon Scannell, Boston, and Warde B. Allan 
and Bernard S, Kleiman, Baltimore. The buffet supper for mem- 
bers and guests will be given at 6: 30 p. m. April 25. The new 
feature of the program this year is an arts and hobby show 
consisting of entries of physicians and their wives. 
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MISSOURI 


Meeting of The Missouri Society of Pathologists 
will hold a joint meeting with the South Central Region of the 
College of American Pathologists April 21-22 at the Univer- 
sity of Kansas School of Medicine, Kansas City. The meeting 
will be a seminar on gynecologic pathology with Dr. Fer- 
dinand C. Helwig of the university school of medicine serving 
as moderator. The meeting will precede the annual session of 
the Missouri State Medical Society. 


Chest Physicians Meeting —The Missouri Chapter of the Amer- 
ican College of Chest Physicians will meet at the President 
Hotel, Kansas City, April 22 at 1:00 p. m. Visiting speakers 
following the luncheon include: 
Andrew L. Banyai, Milwaukee, Therapeutic Potentialities of Artificial 
Pneumoperitoneum. 


Corrin H. Hodgson, Rochester, Minn., Diagnosis and Management of 
Circumscribed Lesions of the Lungs. 


The meeting will close with an x-ray conference, at which Dr. 
Lawrence E. Wood, associate professor of medicine at the Uni- 
versity of Kansas School of Medicine, Kansas City, will serve 
as moderator. 


Cancer Research Institute —Construction has begun on the more 
than $600,000 Cancer Research Institute at the St. Louis Uni- 
versity School of Medicine, St. Louis. The institution is being 
built through a grant from the National Health Institutes. The 
five story building will adjoin Firmin Desloge Hospital on the 
west side. 


NEW JERSEY 


Society News.—The Hudson County Medical Society Auxiliary 
sponsored a panel discussion on the applications of atomic 
energy at the Jersey City Medical Center, March 7. Dr. Harri- 
son Martland of the New York University-Bellevue Medical 
Center served as moderator. Dr. Arthur D. Zampella of Jersey 
City discussed “Atomic Medicine in Civil Defense”; former 
Admiral William S. Maxwell, U. S. N., “The Military Aspects 
of Atomic Energy,” and Dr. Charles Rosenblum, Princeton, 
“The Industrial Applications of Atomic Energy.” Dr. Rosalyn 
S. Yalow, Brooklyn, outlined the use of radioactive isotopes in 
medical research and in diagnosis therapy. 


NEW YORK 


Personal.—Dr. Maurice L. Tainter, director of the Sterling- 
Winthrop Research Institute, Rensselaer, has been elected to 
the Academy of Medical, Physical and Natural Sciences of 
Havana as a foreign corresponding member. 


Rheumatism Association Meeting.—The annual meeting of the 
New York Rheumatism Association will be held at the Cornell 
University Medical College April 11 at 8:00 p. m. Eight papers 
will be read concerning the therapeutic value and effects of 
ACTH, cortisone, hormonal and gold therapy combined and 
postpartum plasma in rheumatic diseases. The speakers will be 
from New York City. 


Civil Defense Appointment.—Dr. Cortez F. Enloe Jr. of 
Manhasset has been appointed special consultant to the New 
York State Department of Health for medical supplies in the 
civil defense program. Dr. Enloe will assist the department 
in its program for procurement of adequate stocks of drugs, 
dressings, blood transfusion equipment and surgical supplies 
for emergency medical care. He is a consultant to the Council 
on National Emergency Medical Service of the American 
Medical Association and is a consultant to the Surgeon Gen- 
eral of the Air Force. 


New York City 


Long Island Alumni Day.—The annual Alumni Day of the 
Long Island College of Medicine and the State University of 
New York at New York City College of Medicine will take 
place April 28. There will be a scientific session at Polhemus 
Clinic in the morning, followed by the annual dinner to be 
held at the Columbus Club, 1 Prospect Park West, Brooklyn, 
at 7:00 p. m. 
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Air Raid Medical Expert to Speak.—Dr. Robert Hughes Parry, 
British air raid medical expert, will speak at an open meeting 
on the Medical Aspects of Civil Defense in the auditorium of 
the New York City Department of Health, 125 Worth Street, 
on April 18 at 10 a. m. Dr. Parry is medical officer of health 
for Bristol, England, which suffered heavy bombing during 
World War II. Bristol, in which 1,300 people were killed and 
90,000 buildings destroyed, has recently held the first full scale 
British anti-atom bomb exercises. Dr. Parry will tell what he 
learned during that test that will help to prevent loss of life if 
an enemy attack comes. 


Eighth Harvey Lecture—Melvin Calvin, Ph.D., professor of 
chemistry at the Radiation Laboratory of the University of Cali- 
fornia Medical School, Berkeley, will deliver the eighth Harvey 
Lecture of the current series at the New York Academy of 
Medicine April 19 on “The Path of Carbon in Photosynthesis.” 


Back Consultation Service. — New York University-Bellevue 
Medical Center has established a Back Consultation Service as 
one of the special departments of the center’s Institute of Physi- 
cal Medicine and Rehabilitation. An orthopedic surgeon, a neuro- 
surgeon, a neurologist, two specialists in physical medicine and 
a psychologist will participate in the evaluation of patients, who 
will be accepted only on medical referral. The new service 
handles patients in three different ways. These are, (1) consulta- 
tion, evaluation and prescription, after which the patient reverts 
to the referring physician, (2) acceptance of fully worked-up 
cases for prescribed therapy and (3) acceptance for examination, 
evaluation, prescription and therapy at the institute. Sessions 
will be held every Monday morning from 10 a. m. to 12 noon. 


Orthopedic Hospital Moves to Medical Center.——New quar- 
ters of the New York Orthopaedic Dispensary and Hospital 
on the fifth floor of the Presbyterian Hospital, Broadway and 
West 168th Street, were dedicated March 19. The ceremony, 
wh:ch included the unveiling of a bronze plaque listing the 
four moves of the orthopedic hospital since 1866, was fol- 
lowed by a series of guided tours to view the new facilities. 
Among the guests at the ceremony were Mrs. Russell A. 
Hibbs, widow of Dr. Hibbs, former orthopedic surgeon at the 
hospital, and Miss Theodora Root, former superintendent of 
the hospital for 38 years. Special features of the new floor 
included quarters for the Russell A. Hibbs Memorial Library, 
which contains over 3,000 medical books dealing with ortho- 
pedics, among the largest specialty libraries of its kind. The 
new specially designed orthopedic outpatient clinic has been 
set up on the third floor of Vanderbilt Clinic and is on the 
same floor with the hospital’s x-ray and physical therapy 
departments. 


NORTH CAROLINA 

Brodie C. Nalle Lecture.—The second Brodie C. Nalle Lec- 
ture, sponsored by the Nalle Clin:c Foundation, will be pre- 
sented at the Hotel Charlotte in Charlotte April 27 at 8:00 
p. m. Dr. Samuel A. Cosgrove of Jersey City, N. J., will 
speak on “Clinical Management of Toxemia of Pregnancy.” 
Dr. Cosgrove has been director of the obstetrical service of 
the Jersey City Medical Center and medical director of the 
Margaret Hague Maternity Hospital for many years. He is 
also clinical professor of obstetrics, Columbia University Col- 
lege of Physicians and Surgeons, New York. 


OKLAHOMA 
Annual General Practitioners Meeting.—The third annual meet- 
ing of the Oklahoma Academy of General Practice will be held 
in the Hotel Youngblood in Enid April 16-17. The speakers will 
be Dr. Tom E. Smith, proctologist, Dallas, Texas; Dr. William 
H. Gordon, cardiologist, Lubbock, Texas; Dr. Richard L. Sutton 
Jr., dermatologist, Kansas City, Mo.; Dr. Robert J. Crossen, 
gynecologist, St. Louis, and Dr. Edward C. Reifenstein Jr., 
director of the Oklahoma Medical Research Institute. Dr. R. B. 
Robins, Camden, Ark., Vice President of the American Medical 
Association and speaker of the congress of delegates of the 
American Academy of General Practice, will be the after dinner 
speaker. Roundtable luncheons are scheduled on both Monday 
and Tuesday and a dinner dance on Monday evening. 
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PENNSYLVANIA 


Ophthalmologists and Otolaryngologists to Meet.—The Pennsyi- 
vania Academy of Ophthalmology and Otolaryngology will hold 
its annual meeting at the Galen Hall Hotel in Wernersville May 
3-6. Among the speakers will be Drs. Bernard C. Gettes, Herbert 
T. Kelly and Harold G. Scheie, Philadelphia; Drs. Peter C. 
Kronfeld and Maurice H. Cottle, Chicago; Dr. John M. McLean, 
New York; Dr. Theodore E. Walsh, St. Louis; Dr. Kenneth M. 
Day, and Campbell Moses, Pittsburgh; Raymond T. Carhart, 
Ph.D., Evansville, Ill.; Paul M. Moore Jr., Cleveland; Francis 
W. Davison, Danville, Pa.; Dewey Katz, Hartford, Conn., and 
Edwin B. Dunphy, Boston. 


Philadelphia 


Dr. Wortman to Direct Children’s Hospital.—Dr. Herbert M. 
Wortman, director of Mountainside Hospital in Montclair, 
N. J., has accepted the directorship of Children’s Hospital of 
Philadelphia, succeeding Dr. Aims C. McGuinness, who has 
been named dean of the Postgraduate Medical School of the 
University of Pennsylvania. Dr. Wortman has been associated 
with Mountainside Hospital since October 1937, first as 
assistant director and since 1940 as director, secretary and 
assistant treasurer. 


Hahnemann Radio Isotope Laboratory.—A radio isotope lab- 
oratory has been established in the Division of Biological 
Chemistry at the Hahnemann Medical College and Hospital to 
foster research with isotopes in the various departments of the 
college and to provide facilities for the use of isotopes in 
clinical diagnosis and therapy. Facilities will be available for 
the synthesis of radio active compounds, for microanalytical 
work, and a spacious animal room and diet kitchen will adjoin 
the main laboratory. Jay S. Roth, Ph.D., will be in charge 
of the laboratory. The clinical program will be carried out in 
cooperation with Dr. Samuel V. Geyer of the department of 
radiology and other hospital staff members. 


Pittsburgh 


Course in Allergy.—A course entitled “Diseases Due to Allergic 
and Immune Mechanisms” will be given April 24-28 at the 
Hotel Roosevelt in Pittsburgh under the direction of Dr. Leo 
H. Criep, associate professor of medicine, University of Pitts- 
burgh. It is a part of the postgraduate program of the American 
College of Physicians. Many of the 25 officers of instruction are 
visiting speakers. Each day will end with a round table open to 
faculty and students alike. The fee, $30 for members and $60 
for nonmembers, should be sent to the American College of 
Physicians, 4200 Pine Street, Philadelphia 4. 


TENNESSEE 


Medical School Expansion.—An expansion program for the 
University of Tennessee Medical Units, Memphis, which makes 
$4,800,000 available to the school, has been approved by the 
Tennessee legislature and Governor Gordon Browning. Dr. 
Orren W. Hyman, vice president of Medical Units and dean of 
the college of medicine, said the bond authorization measure 
will provide a new chemistry-physiology building and a new 
building for postgraduate instruction to physicians and the train- 
ing of various medical personnel. Six present buildings will be 
remodeled. The expansion program will enable the college of 
medicine to admit 200 new students each year instead of 140. 


State Medical Meeting at Nashville——The Tennessee State 
Medical Association will hold its annual meeting April 9-11 at 
the Maxwell House, Nashville, under the presidency of Dr. 
Ralph H. Monger, Knoxville. At the scientific sessions beginning 
April 10 the following out-of-state physicians will speak: 

Fred O. Coe, Washington, D. C., Roentgen Diagnosis of Polyps of 

the Colon. 
Angus M. McBryde, Durham, N. C., Cancer in the 


Child. 
Arthur P. Stout, New York, Benign Fibrous Solitary Mesotheliomas of 
the Pleura and Peritoneum. 


Robert B. Lawson, Winston-Salem, N. C., Treatment of Contagious 
Diseases. 


There will be a symposium on ACTH and cortisone Tuesday 
afternoon and one on heart disease Wednesday morning. The 
Woman’s Auxiliary will meet at the Noel Hotel. Several state 
specialty groups will meet on Monday. 


J.A.M.A., April 7, 1951 


WISCONSIN 


Personal.—Dr. Karl V. Kitzmiller has been promoted to medi- 
cal director of Ethyl Corporation. He joined Ethyl’s medical 
department in 1926, was named medical supervisor in 1942 and 
assistant medical director in 1946. 

Dr. Wear to Head Department.—Dr. John B. Wear, Madison, 
has been appointed head of the department of urology at the 
University of Wisconsin Medical School, Madison, where he 
has been professor of urology. | 


Wisconsin Heart Center.—The Variety Club Heart Center at 
the Milwaukee County General Hospital Dispensary, Milwau- 
kee, opened January 24. It is being operated by Marquette 
University School of Medicine and is financed by the Variety 
Club. The center does pulmonary function testing, angio- 
cardiographies and cardiac catheterization. The staff would 
like to see pulmonary cases for lung and heart evaluation, 
known and possible congenital cardiac cases and rheumatic 
fever cases. Dr. Nathan Grossman is director. Staff members 
are Dr. Armin Baier, who is in charge of research, Dr. Timothy 
R. Murphy, who will direct lung function work and Dr. Paul 
G. LaBissoniere. 


CANAL ZONE 


Society Election.—At the meeting of the Medical Association 
of the Isthmian Canal Zone in December the following officers 
were elected: Dr. Forrest R. Brown, Balboa Heights, presi- 
dent; Dr. Joel Shrager, Ancon, vice president, and Dr. Carl 
M. Johnson, Ancon, secretary-treasurer. 


GENERAL 


Society for Clinical Investigation Meeting.—The annual meet- 
ing of the American Society for Clinical Investigation will be 
held at the Steel Pier Theater in Atlantic City, N. J., April 30, 
under the presidency of Dr. Eugene B. Ferris, Cincinnati. A 
series of 27 papers, each limited to 10 minutes, will be presented. 


Society Election—The American Academy of Orthopaedic 
Surgeons at its annual meeting in January at the Palmer House 
in Chicago installed Dr. Joseph S. Barr, Boston, as president 
and elected the following: Dr. Francis M. McKeever, Los 
Angeles, president-elect, Drs. H. Relton McCarroll, St. Louis, 
and Harold B. Boyd, Memphis, Tenn., treasurer and secretary 
respectively. 


Committee to Improve Health of Indians.—The Association 
of American Indian Affairs announces a national committee 
of physicians to help improve the health of Indians, particu- 
larly through increased use of federal funds. Members are Drs. 
Reginald M. Atwater, New York; William G. Childress, Val- 
halla, N. Y.; Esmond R. Long, Philadelphia; Raymond C. 
McKay, Cleveland; Franklin D. Murphy, Kansas City; William 
C. Menninger, Topeka, Kans., and Edward B. Shaw, San Fran- 
cisco. Dr. Haven Emerson, New York, honorary president of 
the association, promised vigorous action to impress the United 
States with need for more money for Indian health. 


Mental Health Week.—National Mental Health Week will be 
Observed this year May 2-8, under the sponsorship of the 
National Association for Mental Health Inc., 1790 Broadway, 
New York 19. An inventory of program aids and resources 
available without charge or at cost to bolster local programming 
is being developed by the association through its National 
Mental Health Week planning committee headed by Alex 
Sareyan, executive secretary. Educational material prepared by 
the association will stress the slogan, “Build Mental Health— 
Our Children’s Birthright, the Nation’s Strength.” The theme 
is related to problems discussed at the Mid-Century White 
House Conference. 


Gastroente Association Award Contest.—The National 
Gastroenterological Association announces its annual cash prize 
contest for the best unpublished contribution on gastroen- 
terology or allied subjects. Contestants must be members of 
the American Medical Association or a similar organization 
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in their own country. The award is to be made at the annual 
convention banquet of the association in September. Certifi- 
cates awarded to other physicians will be mailed to them. 
The association reserves the right to publish the winning con- 
tribution and contributions receiving certificates of merit. All 
entries for the 1951 prize should be limited to 5,000 words, 
be typewritten in English, prepared in manuscript form, sub- 
mitted in five copies accompanied by an entry letter and must 
be received not later than June 1. Entries should be addressed 
to the National Gastroenterological Association, 1819 Broad- 
way. New York 23. 


Annual Meeting on History of Medicine.—The American Asso- 
ciation of the History of Medicine will hold its annual meeting 
in Baltimore, with headquarters at the Institute of the History 
of Medicine of Johns Hopkins University, May 3-5. The Gar- 
rison Memorial Lecture will be presented on Friday after- 
noon. Arrangements will also be made for visits during the 
afternoon session to places of medical historical interest. The 
annual dinner will be held Friday evening in the Great Hall 
of Welch Library. The meeting is open to all those interested 
in medical history; visitors will be welcome. Inquiries may be 
addressed to the secretary of the association, Dr. Iago Glad- 
ston, 2 East 103rd Street, New York 29. 


Medical Books for Foreign Countries.—CARE is urging Ameri- 
can physicians to channel American medical books to 24 coun- 
tries in Europe and Asia as a means of sharing vital knowledge. 
Cash contributions in any amount may be sent to CARE- 
UNESCO Book Fund, 20 Broad Street, New York, or any 
local CARE address. Israel, Indo-China and the Malayan 
States have just been added to the list of countries whose 
medical schools and libraries can be helped through the plan. 
On donations of $10 or more donors may specify the kind of 
book, country and specific medical institution or type of insti- 
tution they want to help; CARE makes delivery in their name 
and returns a receipt giving the name of the recipient insti- 
tution. Lack of medical books is seriously handicapping some 
foreign university students, since they are entirely dependent 
on lectures and cannot make any reading preparations for 
laboratory and classroom work. At the University of Medical 
Sciences in Bangkok, Thailand, CARE representatives re- 
cently found professors and students making mimeographed 
copies of a few precious medical books on hand. 


National Health Council Meeting.—The annual meeting of 
the National Health Council was held in New York City 
April 6 at the Commodore Hotel. Plans for mobilizing the 
nation’s health resources in the current emergency will be dis- 
cussed by delegates from the council’s 35 member agencies 
and guests from other organizations in related fields. Par- 
ticipants in an afternoon symposium on “Mobilization for 
Health Security—A Challenge to the Voluntary Health Agen- 
cies” will be Surgeon General Leonard A. Scheele, Dr. Nor- 
vin C. Kiefer, Brig. Gen. Albert H. Schwichtenberg and Dr. 
G. Foard McGinnes, all of Washington, D. C.; Dr. George F. 
Lull, Secretary and General Manager, American Medical 
Association, Chicago; Dr. Harry S. Mustard, New York, and 
Miss Pearl Mclver, Washington, D. C. Detlev W. Bronk, Sc.D., 
president, The Johns Hopkins University, Baltimore, will speak 
at the dinner session on “Conservation of Human Resources,” 
and Dr. Robert H. Parry, Bristol, England, will discuss “Health 
Services and Civil Defense in Great Britain.” 


Symposium on Shock.—A course for practicing physicians, 
“Symposium on Management and Treatment of Shock,” is being 
given by the Division of Medical Sciences of the National Re- 
search Council and the Office of the Surgeon General, U. S. 
Army, at the Army Medical Center in Washington, D. C., May 
7-9. Research and practical problems in handling shock as they 
are encountered in military or mass casualty situations will be 
covered. A summation of the present knowledge on handling 
shock in the injured, a review of current research and areas 
where inadequate knowledge exists will be developed. Physicians 
and allied medical specialists are invited. Attendance will be 
limited to 300. Requests should be addressed to the Com- 
mandant, Army Medical Service Graduate School, Army Medi- 
cal Center, Washington 12, D. C. Subjects to be discussed at 
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succeeding sessions are Etiology and Mechanisms of Shock, 
Physiology and Methods of Measurements of Shock, Review 
of Present Research on the Treatment of Shock, Treatment of 
the State of Shock and Special Aspects of Shock. Two evening 
roundtable programs and informal discussions will be given 
from 8:15 to 9:30 p. m. on May 7. The subject will be “Mechan- 
isms of Shock” and on May 8, “The Treatment of Shock.” 


Gynecological Society Diamond Jubilee.—The American Gyne- 
cological Society will celebrate its Diamond Jubilee May 7-9 
at the Waldorf-Astoria Hotel, New York, under the presidency 
of Dr. Frederick C. Irving, Brookline, Mass. The guest speaker 
at the opening meeting will be Dr. Charles Read, director of the 
Institute of Obstetrics and Gynaecology, University of London, 
and gynecological surgeon for several London hospitals. Physi- 
cians speaking by invitation include: 
E. Stewart Taylor, Denver, Studies of Blood Oxygen Saturation and 
Causes of Death in Premature Infants. 
Curtis J. Lund, New Orleans, Studies on the Anemias of P 


regnancy. 
Clyde L. Randall, Buffalo, Clinical Considerations of Benign Ovarian 
Cystomas. 


D. Nelson Henderson, Toronto, Canada, Malignancy of Speciai Ovarian 
Tumors. 

Willis E. Brown, Little Rock, Ark., Effect of Radiation of Metastatic 
Lymph Node Involvement in Carcinoma of the Cervix. 

Winslow T. Tompkins, Philadelphia, Nutritional Deficiency as a Causa- 
tive Factor in Premature Labor and Toxemia. 


The anniversary commemoration program will take place 
Tuesday evening. 


Passano Foundation Award.—This $5,000 cash award will be 
conferred jointly on Drs. Alexander S. Wiener, Brooklyn, and 
Philip Levine, Raritan, N. J., at a foundation award dinner at 
the Marlborough-Blenheim Hotel, Atlantic City, the evening of 
June 13 during the session of American Medical Association. 
The award is being given to both men for their work in blood 
research. Dr. Wiener is connected with the department of forensic 
medicine of the New York University-Bellevue Medical Center 
and Dr. Levine is director of the Rh testing laboratory of the 
Ortho Research Foundation. Dr. John W. Klein, San Francisco, 
who at that time will be the new president of the American 
Medicai Association, will speak at the dinner. The Passano Foun- 
dation, established in 1943 by the Williams & Wilkins Company, 
medical publishers of Baltimore, Md., to aid in the advancement 
of medical research, especially that which bears promise of clini- 
cal application, has made six previous awards. 


National Conference on Muscular Dystrophy.—The first nation- 
wide medical conference on problems of progressive muscular 
dystrophy will be held April 14-15 at the Hotel Statler, New 
York, under the sponsorship of the Muscular Dystrophy Asso- 
ciation, Inc. Physicians among the speakers include: Drs. Saul 
M. Small, Buffalo; Thomas D. Dublin, Leona Baumgartner, 
H. Houston Merritt, David Nachmansohn, G. Donald Whedon, 
Stanhope Bayne-Jones and Ade T. Milhorat, all of New York; 
George D. Gammon and Gerald E. Pratt, Philadelphia; Jean- 
Claude Dreyfus, Seattle; Sidney Farber, Boston; Albert Sznet- 
Gyorgyi, Worcester, Mass.; Joseph L. Lilienthal Jr., Baltimore; 
Donald McEachern, Montreal, Canada; Karl Menninger, 
Topeka, Kan.; Frank H. Tyler, Salt Lake City, and Surgeon 
General Leonard A. Scheele, Washington, D. C. 


Thoracic Surgeons Meet at Atlantic City—The annual meeting 
of the American Association for Thoracic Surgery will be held 
at the Chalfonte-Haddon Hall in Atlantic City April 16-18, under 
the presidency of Dr. Alfred Blalock, Baltimore. A total of 33 
papers will be delivered. Invited speakers include: 
Philip Thorek, Chicago, Formation of a Temporary External Esophageal 
Fistula Over a T-Tube for Stenosing Esophagitis. 


Arnold O. Riley and Victor H. Kaunitz, Mount Morris, N. Y., Simul- 
taneous Decortication and Resection in Ineffective Pneumothorax. 


The banquet will be held Tuesday evening. 


Seminars in Mental Health.—The fourth International Con- 
gress on Mental Health, to be held in Mexico City Decem- 
ber 11 to 19, will be preceded by “flying seminars” of 
foreign psychiatrists and social scientists paying advance visits 
to major cities in the United States. Groups of European and 
Latin American mental health experts, who will fly through 
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this country en route to Mexico, will conduct grass root con- 
ferences as a means of acquainting American people with the 
mental health picture throughout the world today. The semi- 
nars, to be held in universities, medical schools and public 
centers, are scheduled for New York, Chicago, Boston, Phila- 
delphia, Washington, D. C., Detroit, Minneapolis, Houston, 
San Francisco and Los Angeles. In addition, points in Florida, 
Indiana, Kansas, Missouri, North Carolina, Puerto Rico and 
Canada will be visited by the flying scientists. Further seminars 
are now being arranged by local mental health societies 
throughout the country. Announcement of the advance semi- 
nars was made by Dr. George S. Stevenson, medical director 
of the National Association for Mental Health, U. S. sponsor- 
ing body, which will serve as host to the visiting mental health 
conferees on their lecture tours. Among the international sub- 
jects to be discussed are mental health aspects of refugee 
problems, Italian contributions to psychiatry, personality prob- 
lems in Chinese culture, mental hygiene in Swiss rural cantons 
and veterans’ rehabilitation in Australia. Among subjects listed 
for inclusion in university and medical school lecture series 
are the history of psychiatry, psychosomatic problems, modern 
treatment of mental patients in Western European and Latin 
American countries, problems of neurosis, dental surgery and 
psychiatry, psychotherapy with patients in different phases of 
life and the use of mass media in mental health education. 
The following psychiatrists and psychologists whose itineraries 
have been received at the offices of the National Association 
for Mental Health are: Dr. John R. Rees, of London, director 
of the World Federation for Mental Health and consulting 
psychiatrist for the British Army; Dr. Eduardo Krapf, of 
Argentina, chief of the Neuropsychiatric Hospital in Buenos 
Aires and consultant to the Philippine government for the 
World Health Organization; from Australia, Dr. Alan Stoller, 
psychiatrist in charge of veteran repatriation; from England, 
Prof. Jchn Carl Flugel of University College, London; from 
Holland, Prof. H. C. Rumke, of the University of Utrecht; 
from Ireland, the Rev. Eamonn F. O'Doherty, professor at 
Dublin’s University College; from Israel, Prof. John Cohen 
of the University of Jerusalem; from Italy, Prof. Dr. Carlo 
de Sanctis, vice director of the Rome Mental Hospital, and 
from Turkey, Prof. Fahrettin Kerim-Gokay, Governor-Mayor 
of Istanbul. It is expected that a large contingent of Latin 
and South American psychiatrists and psychologists will also 
be in this country in the latter part of November. 


LATIN AMERICA 


Society Elections in Ecuador.—At a meeting of the Federacién 
Médica Nacional, the Board of Directors for 1951 was elected 
as follows: Dr. Esutorgio Salgado, president; Dr. Carlos Bus- 
tamante, vice president, and Luis Eduardo Alzamora, secre- 
tary. The Centro Médico de Pichincha, whose seat is in Quito, 
elected the following officers for the year 1951-1952: Dr. Galo 
Ballesteros, president, and Dr. Gustavo Cevallos, secretary. 
The Asociacié6n Medico-Quirirgica of Quito for the year 1951- 
1952 appointed Dr. Miguel Angel Iturralde president and Dr. 
Leonardo Cornejo secretary. 


Typhus and Smallpox Control in Peru.—An intense and 
organized campaign to reduce the incidence of typhus is being 
conducted in Peru by the Peruvian National Health Depart- 
ment, with the technical assistance of the Pan American Sani- 
tary Bureau, Regional Office of the World Health Organization, 
and with supplies and equipment furnished by United Nations 
Children’s Emergency Fund. The attack on typhus was initiated 
in the area surrounding the city of Cuzco, ancient capital of 
the Incas, which suffered a devastating earthquake in May 
1950. From October 16, the start of the campaign, to Dec. 31, 
1950, a total of 64,213 persons and 23,568 dwellings were 
treated with DDT. Gradually the campaign will extend to 
other areas in the province of Cuzco and eventually will 
embrace the entire country of Peru. In conjunction with the 
program against typhus, smallpox control activities are being 
carried out simultaneously by the “brigade” workers who 
have been trained to give smallpox vaccinations as well as 
in applying DDT. The entire population of the country is to 
be vaccinated within a period of five years, 


J.A.M.A., April 7, 1951 


FOREIGN 


Italian Surgeons Meeting.—The Italian chapter of the Interna- 
tional College of Surgeons will hold its annual assembly this 
year in Florence, Italy, on May 4 and 5S. The scientific sessions 
and receptions will be held in the Palazzo Vecchio and the Col- 
lege of Medicine of the University of Florence. The entire trip 
to Florence, including stops in London, Paris, Bordeaux, Rome 
and elsewhere, will require about two weeks, but an itinerary 
may be lengthened or shortened, according to personal wishes. 
For information address Dr. Max Thorek, 1516 N. Lake Shore 
Drive, Chicago. 


Reestablishing in Austria.—<Austria, once fa- 
mous for medical advancement, was cut off from scientific 
developments throughout the war years. Not until a consultant 
was sent to the country in 1947 by WHO, in conjunction with 
the Unitarian Services Committee, could modern anesthesia 
be introduced. The fellowship, awarded less than four years 
ago, resulted in the creation of the first post in anesthesiology 
in Austria and the publication of its first modern textbook on 
this branch of medicine. This work is also one of the first on 
this subject in the German language, WHO stated. World 
Health Organization fellowships have been awarded to more 
than 900 health workers in 65 countries. Anesthesiologists 
from three continents are enrolled for training at the WHO 
Anesthesiology Center in Copenhagen. 


Health Assistance for Refugees in Turkey.—The World Health 
Organization’s executive board has allocated $50,000 worth 
of medical supplies on an emergency basis to prevent the 
outbreak of epidemics among Turkish refugees from Bulgaria. 
The goverment of Turkey requested WHO aid to meet a 
critical situation caused by large scale immigration. Turkey 
is said to have been requested by Bulgaria to admit within 
10 months 250,000 members of a Turkish minority living in 
Bulgaria. About 60,000 immigrants had already arrived, and 
1,000 refugees were crossing the frontier every day. The exodus 
was in winter under trying conditions. The largest item on the 
list of medical supplies drawn up at Turkey’s request is DDT. 
The list includes penicillin and other antibiotics, antimalarial 
drugs, sulfonamides, vitamins, blood plasma, surgical equip- 
ment and bandages. 


Denmark’s Hospital Ship in Korea.—The following item ap- 
peared in the Chicago Tribune, March 18, 1951: 

ABOARD THE JUTLANDIA, IN PUSAN HARBOR, 
Korea, March 17—This sleek hospital ship, sent to Korea by 
Denmark as her contribution to the war, has been in Pusan’s 
waters less than a week. As far as war wounded are concerned, 
the Danish motorship already has set a high point in inter- 
national amity and humane service. 

United States, French, Greek, Australian and British 
wounded, hauled aboard the 8,500 ton mercy ship for what 
they call their patching up process, swear by the Danes. 

Lt. Comdr. Julian P. Breillatt of Vallejo, Cal., United 
Nations liaison officer, described the Jutlandia as one of the 
most modern and best equipped medical units in the world. 

The glittering white-and-red striped hospital ship arrived 
here five days ago with 16 doctors, 40 nurses and 25 medical 
aid men. The doctors include Prof. Eduard Busch, one of the 
world’s famed brain surgeons. The medical expedition mem- 
bers, all volunteers, are under Commodore Kai Hammerich, 
former president of the Danish Red Cross. 

With four specially designed operating rooms, the Jutlandia 
is prepared to handle 300 surgical cases. With famed surgeons 
aboard, who are being asked by shore doctors for consultations, 
the Jutlandia is scheduled to get many of Korea’s complicated 
surgical cases. 

For the wounded, the Jutlandia and her Danish staff have 
been an unexpected experience in personalized care and warm 
hospitality. The Danish ship has less than half the number of 
beds available in most hospital ships her size, and for the 
wounded patient this means extra care and attention. . 

Where beds in other hospital ships are firmly attached and 
therefore roll with the ship at sea, the Jutlandia’s beds, fast- 
ened on rockers, remain level when the ship rolls. 
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Extra wide beds have been installed for fracture cases, 
special sponge rubber mattresses being placed in all beds, and 
in no part of the ship are there more than two tiers of beds. 

To the wounded patient, the Jutlandia seems extraordinary. 
Seconds and even thirds of standard helpings are given at 
meals. Conferences with United States soldiers taught the 
Danish chefs how to prepare cheeseburgers. The chefs did 
not give much thought to ice cream originally but there now 
is a large freezer aboard to provide Danish pastry a la mode. 

Language is no difficulty because most of the Danish staff 
speak excellent English. (See THE JournaL Dec. 30, 1950, 
p. 1583.) 


DEATHS IN OTHER COUNTRIES 

Prof. Gésta Forssell, who organized and edited Acta Radio- 
logica from its beginning until his death, died Nov. 13, 1950 
at the Caroline Hospital in Stockholm Sweden, aged 74. Dr. 
Forssell was professor of roentgen diagnosis at the Royal Caro- 
line Hospital and Institute from 1917 to 1941 but will be re- 
membered chiefly as the great leader in the development of the 
Radiumhemmet, an institution for the treatment of cancer and 
other maladies established in 1910. In 1928 he served as presi- 
dent of the Second International Congress of Radiology and 
in 1922 received the gold medal of the Radiological Society of 
North America. 


CORRECTION 

Air Sterilization in an Infants’ Ward.—In the article by this title 
in THE JOURNAL March 17, page 780, in the fourth line of the 
addendum, the sentence should read “oiling procedures,” instead 
of “boiling procedures.” 


MEETINGS 


AERO MEDICAL AssociATION, Denver, Colo., May 14-16. Dr. Thomas H. 
Sutherland, 214 S. State St., Marion, Ohio, Secretary. 

ALABAMA, MEDICAL ASSOCIATION OF THE StTaTe OF, Mobile, April 19-21. 
Dr. Douglas L. Cannon, 519 Dexter Ave., Montgomery, Secretary. 

ALASKA TERRITORIAL MEDICAL ASSOCIATION, Ketchikan, May 31-June 2. 
Dr. William P. Blanton, Box 2569, Juneau, Secretary. 

AMERICAN ACADEMY OF NevuROLOGY, Cavalier Hotel, Virginia Beach, Va., 
April 11-13. Dr. Joe R. Brown, Mayo Clinic, Rochester, Minn., Sec- 
retary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, Bellevue- 
Stratford Hotel, Philadelphia, April 27-28. Dr. Robert L. Harding, 813 
N. Second Street, Harrisburg, Pa., Chairman. 

AMERICAN ASSOCIATION FOR THORACIC SURGERY, Atlantic City, April 16-18. 
Dr. Brian Blades, 901 Twenty-Third St. N.W., Washington 7, D. C., 
Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Skytop Lodge, Sky- 
top, Pa., May 16-18. Dr. Norris J. Heckel, 122 S. Michigan Ave., Chi- 
cago 3, Secretary. 

AMERICAN ASSOCIATION OF INDUSTRIAL PHYSICIANS AND SURGEONS, Atlantic 
City, N. J., April 23-27. Dr. Edward C. Holmblad, 28 E. Jackson Bivd., 
Chicago 4, Managing Director. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Cleveland, 
April 26-28. Dr. Alan R. Moritz, 2085 Adelbert Road, Cleveland 6, 
Secretary. 

AMERICAN ASSOCIATION ON MENTAL Dericiency, Hotel New Yorker, New 
York, May 21-26. Dr. Neil A. Dayton, P.O. Box 96, Willimantic, 
Conn., Secretary. 

AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, Hotel Claridge, Atian- 
tic City, May 7-8. Dr. Edwin N. Broyles, 1100 N. Charles St., Baltimore 
1, Secretary. 

AMERICAN COLLEGE OF Puysicians, St. Louis, April 9-13. Mr. E. R. Love- 
land, 4200 Pine St., Philadelphia 4, Executive Secretary. 

AMERICAN DERMATOLOGICAL AssOcIATION, The Homestead, Hot Springs, 
Va., May 23-26. is A. Brunsting, 102 Second Ave., S. W., 
Rochester, Minn., Secretary. 

AMERICAN GOITER ASSOCIATION, Deshler-Wallick Hotel, Columbus, Ohio, 
May 24-26. Dr. George C. Shivers, 100 E. St. Vrain St., Colorado 
Springs, Colo., Secretary. 

AMERICAN GYNECOLOGICAL SocieTy, Waldorf-Astoria Hotel, New York, 
May 7-9. Dr. Norman F. Miller, 1313 E. Ann St., Ann Arbor, Mich., 
Secretary. 

AMERICAN LARYNGOLOGICAL ASSOCIATION, Hotel Claridge, Atlantic City, 
May 9-10. Dr. Louis H. Clerf, 1530 Locust St., Philadelphia 2, Secretary. 
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AMERICAN LARYNGOLOGICAL, RHINOLOGIC ND OrToLocicaL Socrety, Hotel 
Claridge, Atlantic City, May 6-8. De. Nash, 277 Alexander 
St., Rochester 7, N. Y., Secretary. 

AMERICAN OTOLOGICAL Society, Hotel Claridge, Atlantic City, May 11-12. 
Dr. John Lindsay, 950 E. 59th St., Chicago 37, Secretary. 

AMERICAN Pepiatric Society, Atlantic City, May 2-5. Dr. Henry G. 
Poncher, 1819 W. Polk St., Chicago 12, Secretary. 

AMERICAN Puysio.tocicat Society, Cleveland, April 30-May 4. Dr. R. W. 
Gerard, Dept. of Physiology, University of Chicago, Chicago, Secretary. 

AMERICAN PsycHIATRIC ASSOCIATION, Cincinnati, May 7-11. Dr. R. Finley 
Gayle Jr., 501 E. Franklin St., Richmond 19, Va., Secretary. 

AMERICAN PSYCHOANALYTIC ASSOCIATION, Netherland Plaza Hotel, Cincin- 
nati, Ohio, May 4-6. Dr. LeRoy M. A. Maeder, 1910 Rittenhouse Square, 
Philadelphia 3, Secretary. 

AMERICAN PsycHOsomaTic Society, Chalfonte-Haddon Hall, Atlantic City, 
N. J., April 28. Dr. Sydney G. Margolin, 714 Madison Ave., New York 
City 21, Secretary. 

AMERICAN SOCIETY FOR CLINICAL INVESTIGATION, Steel Pier, Atlantic City, 
April 30. Dr. Paul B. Beeson, Grady Hospital, Atlanta 3, Ga., Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PATHOLOGY, Cleveland, April 30- 
May 4. Dr. Sidney C. Madden, Brookhaven National Laboratory, 
Upton, L. 1., New York, Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEUTICS, 
Cleveland, April 28-May 4. Dr. Harvey B. Haag, Medical College of 
Virginia, Richmond 19, Va., Secretary. 

AMERICAN SOCIETY OF BIOLOGICAL CHEMISTS, Cleveland, April 28-May 4. 
Dr. Elmer H. Stotz, University of Rochester School of Medicine, 
Rochester 7, N. Y., Secretary. 

AMERICAN SURGICAL ASSOCIATION, Washington, D. C., April 11-13. Dr. 
Nathan A. Womack, University Hospitals, lowa City, Secretary. 

AMERICAN UROLOGICAL ASSOCIATION, Palmer House, Chicago, May 21-24. 
Dr. Charles H. deT. Shivers, Boardwalk National Arcade Bidg., At- 
lantic City, N. J., Secretary. 

ARIZONA MEDICAL ASSOCIATION, Tucson, April 29-May 2, Dr. Frank J. 
Milloy, 234 North Central Ave., Phoenix, Secretary. 

ARKANSAS MebicaL Society, Little Rock, April 23-25. Dr. William R. 
Brooksher, 100 N. 16th St., Fort Smith, Secretary. 

ASSOCIATION OF AMERICAN PHysICIANS, Chalfonte-Haddon Hall, Atlantic 
City, May 1-2. Dr. Henry M. Thomas Jr., 1201 N. Calvert St., Balti- 
more 2, Secretary. 

CALIFORNIA MEDICAL ASSOCIATION, Hotel Biltmore, Los Angeles, May 
13-16. Dr. Albert C. Daniels, 450 Sutter St., San Francisco 8, Secretary. 

CATHOLIC HOSPITAL ASSOCIATION OF THE UNITED STATES AND CANADA, 
Convention Hall, Philadelphia, June 2-5. Mr. M. R. Kneifl, 1402 S. 
Grand Bivd., St. Louis 4, Executive Secretary. 

CONNECTICUT STATE Mebicat Society, Stratford, May 1-3, Dr. Creighton 
Barker, 160 St. Ronan St., New Haven, Secretary. 

FEDERATION OF AMERICAN SOCIETIES FOR EXPERIMENTAL BIOLOGY, Cleve- 
land, April 28-May 4, Dr. Milton O. Lee, 2101 Constitution Ave., 
Washington 25, D. C., Secretary. 

FLoripa Mepicat ASSOCIATION, Hollywood Beach Hotel, Hollywood, April 
22-25. Dr. Robert B. Mclver, P. O. Box 1018, Jacksonville, Secretary. 

GEORGIA, MEDICAL ASSOCIATION OF, Bon Air Hotel, Augusta, April 17-20. 
Dr. Edgar D. Shanks, 478 Peachtree St. N.E., Atlanta, Secretary. 

Hawai TERRITORIAL MEDICAL ASSOCIATION, Honolulu, May 3-6. Dr. I. L. 
Tilden, 510 S. Beretania St., Honolulu 13, Secretary. 

State Society, Hotel Sherman, Chicago, May 22-24. 

Harold M. Camp, 224 S. Main St., Monmouth, Sec 

Iowa State Mepicat Society, Sioux City, April 23-26. Dr. Allan B. 
Phillips, 406 Sixth Ave., Des Moines 9, Secretary. 

Kansas MEDICAL SOCIETY, Topeka, May 14-17. Dr. D. D. Vermillion, 512 
New England Bidg., Topeka, Se-retary. 

Louisiana STATE MEpicaL Society, New Orleans, May 7-9. Dr. C. Grenes 
Cole, 1430 Tulane Ave., New Orleans 12, Se-retary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Balti- 
more, April 24-25. Dr. George H. Yeager, 1211 Cathedral St. 
more 1, Secretary. 

MASSACHUSETTS MEDICAL Society, Hotel Statler, Boston, May 22-24. Dr. 
H. Quimby Gallupe, 8 Fenway, Boston 15. Secretary. 

MINNESOTA STATE MEDICAL ASSOCIATION, Municipal Auditorium, Rochester, 
April 30-May 2. Dr. B. B. Souster, 496 Lowry Medical Arts Bidg., 
St. Paul 2, Secretary. 

Mississippi STATE MEDICAL AssociATION, Biloxi, May 15-17. Dr. T. M. 
Dye, Box 295, Clarksdale, Secretary. 

Missourt State Mepicat AssociaTiOn, Municipal Auditorium, Kansas 
City, April 22-25. Dr. H. E. Petersen, 634 N. Grand Bivd., St. Louis 3, 
Secretary. 

NATIONAL TUBERCULOSIS AssocIATION, Cincinnati, Ohio, May 14-18. Dr. 
James E. Perkins, 1790 Broadway, New York 19, Managing Director. 

NEBRASKA STATE MEDICAL ASSOCIATION, Paxton Hotel, Omaha, April 30- 
May 3. Dr. R. B. Adams, 1315 Sharp Bidg., Lincoln 8, Secretary. 

New Jersey, Mepicat Society or, Haddon Hall, Atlantic City, May 14-17. 
Dr. Marcus H. Greifinger, 315 W. State St., Trenton 8, Secretary. 

New Mexico Mepicat Society, Santa Fe, May 3-5. Dr. L. G. Rice 3e., 
221 West Central Ave., Albuquerque, Secretary. 

New York, MEDICAL SOCIETY OF THE STATE OF, Hotel Statler, Buffalo, 
April 30-May 4. Dr. Walter P. Anderton, 292 Madison Ave., New 
York 17, Secretary. 

NortH CaROLina, MEDICAL SOCIETY OF THE STATE OF, The Carolina, Pine- 
hurst, May 7-9. Dr. Millard D. Hill, 203 Capitol Club Bidg., Raleigh, 
Secretary. 

NortH Dakota STATE MEDICAL ASSOCIATION, Bismarck, May 19-22. Dr. 
O. A. Sedlak, 702 First Ave. S., Fargo, Secretary 
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Nortu Paciric Society OF NEUROLOGY AND PsycHiaTry, Victoria, B. C., 
Canada, April 20-21. Dr. Gerhard B. Haugen, Mayer Bldg., Portland, 
Ore., Secretary. 

STATE MEDICAL AssociATION, Netherland Plaza Hotel, Cincinnati, 
April 24-26. Mr. Charles S. Nelson, 79 E. State St., Columbus 15, 
Executive Secretary. 

OKLAHOMA STATE MEDICAL ASSOCIATION, Mayo Hotel, Tulsa, May 21-23. 
Mr. R. H. Graham, 1227 Classen St., Oklahoma City, Executive Secre- 


tary. 

RuopeE IsLaNnD Mepicat Society, Providence, May 9-10. Dr. Morgan Cutts, 
106 Francis St., Providence 3, Secretary. 

SECTIONAL MEETING, AMERICAN COLLEGE OF SURGEONS: 
Detroit, Mich., Book-Cadillac Hotel, May 9-11. Dr. Eugene A. Osius, 

1553 Woodward Ave., Detroit 26, Chairman. 

SociETY FoR PepiaTrRic RESEARCH, Hotel Traymore, Atlantic City, May 
2-3. Dr. Robert Ward, Bellevue Medical Center, New York 16, Secre- 
tary. 


SocteTy OF AMERICAN BACTERIOLOGISTS, Chicago, May 28-June 1. Dr. 
John E. Blair, 1919 Madison Ave., New York 35, Secretary. 

SoutH CAROLINA MEDICAL ASSOCIATION, Ocean Forest Hotel, Myrtle 
Beach, May 15-17. Dr. N. B. Heyward, 105 W. Cheves St., Florence, 
Secretary. 

SOUTHEASTERN SURGICAL CONGRESS, Hollywood Beach Hotel, Hollywood, 
Fla., April 11-14. Dr. Benjamin T. Beasley, 45 Edgewood Ave. S.E., 
Atlanta 3, Ga., Secretary. 

SOUTHERN SOCIETY OF ANESTHESIOLOGISTS, Brown Hotel, Louisville, Ky., 
April 20-21. Dr. John Adriani, Charity Hospital, New Orleans 12, 
Secretary. 

SOUTHERN SURGEONS CLUB, Washington, D. C., April 9-10. Dr. David 
Henry Poer, Medical Arts Bidg., Atlanta, Ga., Secretary. 

SOUTHWEST ALLERGY Forum, San Antonio, Texas, April 8-10. Dr. Boen 
Swinney, 224 Medical Arts Bidg., San Antonio 5, Secretary. 

TENNESSEE STATE MepicaL AssociaTIOon, Nashville, April 9-11. Mr. V. O. 
Foster, 706 Church St., Nashville 3, Executive Secretary. 

Texas, STATE MEDICAL ASSOCIATION OF, Galveston, April 28-May 2. Mr. 
Tod Bates, 700 Guadalupe St., Austin, Executive Secretary. 


INTERNATIONAL 


European CONGRESS ON RHEUMATISM, Barcelona, Spain, Sept. 24-27. Dr. 
Gunnar Edstrén, Lund, Sweden, Secretary. 

INTERNATIONAL ACADEMY OF ProcTOLoGy, Atlantic City, N. J., U. S. A., 
June 14-15. Dr. Alfred J. Cantor, 43-45 Kissena Blivd., Flushing, New 


York, Secretary. 

INTERNATIONAL ANESTHESIA RESEARCH SociETy, London, England, Sept. 
3-7. Mr. R. W. Cope, University College Hospital, London W.C.1, 
England. 

INTERNATIONAL ASSOCIATION OF ALLERGISTS, Zurich, Switzerland, Sept. 23- 
29. Prof. A. S. Grumbach, Hygiene Institut der Universitaet Zurich, 
Gloriastr. 32, Zurich, Switzerland. 

INTERNATIONAL CONGRESS OF ANESTHESIOLOGY, Nursing School of the Sal- 
piettre, 47 Boul de I’Hospital, Paris, France, Sept 20-22. 12 rue de Seine, 
Paris 6°, France, Secretariat. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, London, England, July 
16-20. Dr. W. H. McMenemey, Maida Vale Hospital for Nervous Dis- 
eases, London W.9, Englard, Secretary. 

INTERNATIONAL CONGRESS OF GYNECOLOGY, Maison de la Chimie, Centre 
Marcellin, Paris, France, June 23-29. Dr. Maurice Fabre, 1, rue Jules- 
Lefebvre, Paris IX, General Secretary. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, Mexico City, Mexico, Dec. 
11-19. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHarmacy, Paris, 
France, June 17-23. Physician General Dutrey, 8, bis, rue de Recollets, 
Paris X, Secretary General. 

INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Stockholm, Sweden, May 21-25. Dr. Anders Karlen, Karolinska Instituts 
Ortopediska Klinik, Stockholm, Secretary. 

INTERNATIONAL EXHIBITION OF MEDICAL ArTS, Turin, Italy, May 30- 
June 12. Prof. S. Teneff, Palazzo della Exposizioni al Valentino, Turino, 
Italy. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, Hotel Jeffergon, St. Louis, Mo., 
U. S. A., Sept. 9-14. Dr. John E. Kirk, 5600 Arsenal Street, St. Louis 9, 
Mo., Chairman, Program Committee. 

INTERNATIONAL HospitaL ConGress, Brussels, Belgium, July 15-21. Capt. 
J. E. Stone, 10 Old Jewry, London E.C., England, Secretary. 

INTERNATIONAL POLIOMYELITIS CONGRESS, Copenhagen, Denmark, Sept. 
3-7. Prof. Dr. Niels Bohr, Statens Seruminstitut, 80 Amager Blvd., 
Copenhagen S., Denmark, President. 

INTERNATIONAL SOCIETY OF ANGIOLOGY, Claridge Hotel, Atlantic City, N. J., 
U. S. A., June 9. Dr. Henry Haimovici, 105 E. 90th St., New York 28, 
Secretary. 

INTERNATIONAL SOCIETY OF SuRGERY, Paris, France, Sept. 24-29. Dr. L. 
Dejardin, 141, rue Belliard, Brussels, Belgium, Secretary General. 

INTERNATIONAL SOCIETY FOR THE WELFARE OF CRIPPLES, Fifth World Con- 
gress, Stockholm, Sweden, Sept. 9-14. Mr. Donald V. Wilson, 54 E. 
64th St., New York 21, N. Y., U. S. A., Executive Director. 

Pan AMERICAN CONGRESS ON MEDICAL EDUCATION, Lima, Peru, — 14-18. 
Dr. Carlos F. Krumdieck, Washington 914, Lima, Secretary G 

Pan Paciric SURGICAL ASSOCIATION CONGRESS, Honolulu, Hawaii, Nov. 
ture Dr. Forrest J. Pinkerton, Suite 7, Young Bidg., Honolulu, Hawaii, 

ident 


CONFEDERATION FOR PHyYSICIAL THERAPY, Copenhagen, Denmark, 
Sept. 7-8. 

Wor_D MEDICAL ASSOCIATION, Stockholm, Sweden, Sept. 15-21. Dr. Louis 
H. Bauer, 2 E. 103d St., New York 29, N. Te U. S. A., Secretary- 


J.A.M.A., April 7, 1951 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BOARD OF MEDICAL EXAMINERS: Parts I and II. Various Centers. 
April 16-17 (Part II only), June 18-20, Sept. 5-7. Ex. Sec., Mr. E. S. 
Elwood, 225 S. 15th Street, Philadelphia. 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. July 20. Given simul- 
taneously in several cities in the United States. Final date for filing 
application was Jan. 20. Oral. Memphis, Oct. 14-17. Sec., Dr. Curtiss B. 
Hickcox, 80 Seymour St., Hartford 15, Conn. 


AMERICAN BOARD OF DERMATOLOGY AND SyYPHILOLOGY: Oral. New York, 
gp 8-10. Sec., Dr. George M. Lewis, 66 East 66th St., New York 
1, N. Y. 


AMERICAN BOARD OF INTERNAL MEDICINE: Written. Various centers, Oct. 
15. Final date for filing applications is May 1. Oral. The schedule of 
oral examinations for 1951 has been arranged on a regional basis as 
follows: June, includes candidates from Beirut, Canada, Canal Zone, 
Connecticut, Delaware, District of Columbia, Maryland, New Jersey, 
Ohio, Pennsylvania, Puerto Rico, Rhode Island, Virginia and West Vir- 
ginia. New York, date to be announced, covering Maine, Massachusetts, 
New Hampshire, New York and Vermont. San Francisco, date to be 
announced, Arizona, California, Colorado, Idaho, Montana, New Mexico, 
Oregon, Utah and Washington. 


Only candidates who have not taken an oral examination can be admitted 
under the schedule arranged thus far. 


Dates of closing dates for the filing of applications for examinations in 
New York and San Francisco to be announced. 


Oral examinations in the subspecialties will be held at the same time and 
place and on the same distribution. 
Exec. Sec., Dr. William A. Werrell, 1 West Main Street, Madison 3. 


AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. Chicago, May 1951. 
W. J. German, 789 Howard Ave., New Haven 4, Conn. 
AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Oral. New York City, 
May 10-16. Final date for filing application was Feb. 2. Sec., Dr. Paul 
Titus, 1015 Highland Building, Pittsburgh 6, Pa. 


AMERICAN BOARD OF OPHTHALMOLOGY: Oral. New York, May 31-June 5; 
Chicago, Oztober 8-13. Sec., Dr. Edwin B. Dunphy, 56 Ivie Road, Cape 
Cottage, Maine. 


AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Part I. Indianapolis, April 
27-28; Atlanta, Ga., April 27-28; Washington, D. C., May 4-5; San 
Francisco, May 11-12. Sec., Dr. Harry A. Sofield, 122 S. Michigan 
Ave., Chicago 3. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Richmond, Va., May 1-4, 
Chicago, Oct. 9-12. Sec., Dr. Dean M. Lierle, University Hospital, lowa 
City. 

AMERICAN BOARD OF PATHOLOGY: Written and Oral. Pathological Anatomy 
and Clinical Pathology. Cleveland, April 23-24. Final date for filing 
application was March 15. Sec., Dr. Robert A. Moore, Washington Uni- 
versity School of Medicine, Euclid Ave. & Kingshighway, St. Louis 10. 


AMERICAN BOARD OF PepDiATRIcs: Oral. Cincinnati, March 30-April 1; 
Atlantic City, May 5-7. Ex. Sec., Dr. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 


AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION: Parts I 
and Il, Philadelphia, June 16-17. Final date for filing application is 
April 1. Sec., Dr. Robert L. Bennett, 30 N. Michigan Ave., Chicago. 


AMERICAN BOARD OF PiAsTIC SURGERY: Oral and Written. Chicago, 
June 4-6. Final date for filing application is March ‘15. Sec., Dr. 
Bradford Cannon, 330 Dartmouth St., Boston. 


AMERICAN BOARD OF PREVENTIVE MEDICINE AND PuBLic HEALTH. Biloxi, 
Miss., April 24-25. Sec., Dr. Ernest L. Stebbins, 615 N. Wolfe St., 
Baltimore. 


AMERICAN BOARD OF ProctToLoGy: Part I in Anorectal Surgery and Proc- 
tology. Kansas City, Minneapolis, Philadelphia and San Francisco, 
May 12. Sec.-Gen., Dr. Louis A. Buie, 102-110 Second Ave., S.W., 
Rochester, Minn. 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: Philadelphia, June 11- 
12. Final date for filing application was March 1. Sec., Francis J. 
Braceland, 102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN BOARD OF RADIOLOGY: Oral. Atlantic City, June 5-9. Sec., Dr. 
B. R. Kirklin, 102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN BOARD OF SURGERY: Written. Various centers, Oct. 1951. Final 
date for filing applications is July 1. Sec., Dr. J. Stewart Rodman, 225 
South 15th Street, Philadelphia. 


Boarp OF THORACIC SURGERY: Oral. New York Ns April 19. Sec., Dr. 
William M. Tuttle, 1151 Taylor Ave., Detroi 
AMERICAN BOARD OF UroLoGy: Chicago, Feb. aa 1952. Final date for 


filing applications is Sept. 1. Sec., Dr. Harry Culver, 314 Corn Exchange 
Bidg., Minneapolis 15, 
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Fouts, Roy W. ® Omaha, formerly Vice President of the Ameri- 
can Medical Association and Speaker of the House of Delegates, 
died March 27, aged 65, following a long illness. Dr. Fouts was 
born in Davis County, Iowa, May 10, 1885. He graduated from 
the College of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, in 1909. He then practiced 
medicine in Dawson and Fall City, Iowa, and in the early 
1920’s moved to Omaha after having served his country as a 
medical officer in the Army in World War I. For many years 
Dr. Fouts was an active and loyal worker in the affairs of the 
American Medical Association. He was a member of the House 
of Delegates almost continuously from 1922 to 1945. He was 
Vice Speaker of the House of Delegates from 1938 to 1946, then 
he became speaker of the House, to which position he was re- 
elected the following year. It was at the Chicago session on 
June 24, 1948, he was elected Vice President of the Association. 
Dr. Fouts was also an active and 
loyal worker in other medical or- 
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of Otolaryngology and the American Board of Plastic Sur- 
gery; past president of the American Association of Oral and 
Plastic Surgery; member of the American Society of Plastic 
and Reconstructive Surgery, French Surgical Society, Société 
Belge d’Oto-Rhino-Laryngologie and other foreign societies; 
honorary president of the French Society of Plastic and 
Reparative Surgeons; fellow of the Royal Society of Medi- 
cine, London, New York Academy of Medicine and the Ameri- 
can College of Surgeons; affiliated with Morrisania City, St. 
Clare’s and Doctor’s hospitals; consulting surgeon, All Souls’ 
Hospital, Morristown, N. J., Eye and Ear Infirmary, Newark, 
N. J., Port Jervis (N. ¥.} Hospital and St. Francis Hospital, 
Poughkeepsie, N. Y.; invited to Spain about 1937 and put in 
charge of plastic surgery in the Franco army medical corps, 
serving as an honorary colonel; was decorated for this work; 
honorary professor de la academia de Sanidad Militar, Spain; 

received decorations from Eng- 


ganizations, having been secre- 
tary of the American Congress 
of Physical Therapy from 1923 
to 1929, when he was elected 
president. He was president of 
the Nebraska State Medical Asso- 
ciation from 1937 to 1938 and 
in 1944 was secretary and direc- 
tor of clinics of the Omaha Mid- 
West Clinical Society. Dr. Fouts 
was a professor of forensic medi- 
cine and medical economics at 
Creighton University Schooi of 
Medicine. He was a member of 
the Radiological Society of North 
America, Inc., and the American 
College of Radiology, and for 
many years was a medical ad- 
visor to the Nebraska Workmen’s 
Compensation Court. He was an 
attending roentgenologist at the 
Douglas County Hospital and 
chief of the department of radiol- 
ogy at the Doctors Hospital and 
from 1922 to 1936 was roent- 
genologist to the Lord Lister 
Hospital in Omaha. He was a 
specialist certified by the Ameri- 
can Board of Radiology. Roy 
Fouts was recognized throughout 
his state as a fearless and tireless 
leader in medical affairs. Evi- 
dence of his boundless energy, 
unlimited interests and kindly 
thoughtfulness was seen repeated- 
ly as he served in the House of 
Delegates of the American Medical Association. His work will 
be missed by his many friends who could always depend on 
him to show the foresight and forcefulness necessary in per- 
suasive leadership. 


Sheehan, J. Eastman © New York; born in 1885; Yale Uni- 
versity School of Medicine, New Haven, 1908; later studied at 
Oxford, London, Paris, Bern, Heidelberg, Berlin, Budapest and 
Vienna; professor of plastic reparative surgery at the New 
York Polyclinic Medical School and Hospital; at one time 
professor of surgery at the New York Post-Graduate Medical 
School and Hospital; for many years lecturer at the Interna- 
tional Clinic of Paris, France; in 1942 guest lecturer at Oxford 
University, England; honorary surgeon to the New York 
Police Department; specialist certified by the American Board 


# Indicates Fellow of the American Medical Association. 


Roy W. Fouts, M.D., 1885-1951 


land, Belgium, France and Rou- 
mania for contributions to plastic 
surgery; in 1946 appointed ob- 
server at parliamentary and con- 
gressional groups in Bermuda, 
Washington, D. C., and Ottawa, 
Canada; author of “Plastic Sur- 
gery of the Nose,” “Plastic Sur- 
gery of the Orbit,” “Manual of 
Plastic Reparative Surgery,” 
“Surgery for War” and “General 
and Plast'c Surgery”; pioncer in 
applying color to motion pictures 
of surgical operations; inventor of 
method of rapid skin grafting; 
died in St. Clare’s Hospital Janu- 
ary 8, aged 65, of cerebral throm- 
bosis and hypertensive vascular 
disease. 


Trask, John William @ Medical 
Director, U. S. Public Health 
Service, retired, Pittsfield, Mass.; 
born in Bay City, Mich., Feb. 18, 
1877; University of Michigan De- 
partment of Medicine and Sur- 
gery, Ann Arbor, 1901; joined 
the U. S. Public Health Service 
in 1902 as an assistant surgeon; 
assistant surgeon general from 
1909 to 1918; promoted to medi- 
cal director in 1930; retired 
March 1, 1946; had charge of 
U. S. Marine hospitals in Buf- 
falo, Baltimore, Chicago, Boston, 
and of foreign quarantine and im- 
migration inspection Charleston, 
S. C.; editor of Public Health Re- 
ports and in charge of the division of Sanitary Reports and Sta- 
tistics, U. S. Public Health Service from 1909 to 1918; medical 
director of the U. S. Employees’ Compensation Commission 
from 1918 to 1922; member of subcommittees for the Council 
on National Defense, 1917-1918; commissioner of public health, 
City of Pittsfield, from April 1942 to June 1946; fellow of the 
American College of Physicians and the American Public Health 
Association, serving as chairman of its section on vital statistics 
from 1915 to 1918; joint author of “Essentials of Physi- 
ology, Hygiene and Sanitation” and “Primer of Personal 
Hygiene”; also author of chapters in medical books princi- 
pally on vital statistics, tuberculosis, malaria, milk as a factor 
in the spread of disease, and geographic distribution of disease; 
died January 6, aged 73, of cerebral sclerosis. 


Bergen, Marie Dorothea Gras, Oak Park, Ill.; Hering Medical 
College, Chicago, 1913; died in the Women and Children’s 
Hospital, Chicago, January 16, aged 68, of heart failure. 
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Biggs, Walter May, Osyka, Miss.; College of Physicians and 
Surgeons, Memphis, Tenn., 1908; died in McComb January 5, 
aged 69, of coronary occlusion. 


Brendel, Onis E., Zionsville, Ind.; Physio-Medical College of 
Indiana, Indianapolis, 1907; served as chairman of the state 
board of beauty culture examiners; affiliated with Witham 
Memorial Hospital in Lebanon and Methodist Hospital in 
Indianapolis; died January 3, aged 67, of coronary occlusion 
and lobar pneumonia. 


Brokaw, Christopher Armitage @ Elizabeth, N. J.; Univers.ty 
of Pennsylvania School of Medicine, Philadelphia, 1918; fel- 
low of the American College of Surgeons; county physician; 
vice president of the medical staff of Elizabeth General Hos- 
pital, where he had been attending surgeon since 1921; died 
January 1, aged 56, of coronary occlusion. 


Butler, Paul Temple, Orlando, Fla.; Eclectic Medical Institute, 
Cincinnati, 1880; member of the American Medical Associa- 
tion; for many years practiced in Kalamazoo, Mich., where 
he was city commissioner and on the staffs of Bronson and 
Borgess Methodist hospitals; on the staff of Orange Memorial 
Hospital; died January 4, aged 92, of bronchopneumonia and 
fracture of left femur. 


Carlson, Carl Wilhelm ® Woodhull, Ill.; Rush Medical Col- 
lege, Chicago, 1903; served on the staffs of the Galesburg 
Cottage Hospital and St. Mary’s Hospital in Galesburg; died 
January 6, aged 80, of cirrhosis of the liver. 


Clark, Eugene Ewing, Lincoln, Neb.; Jefferson Medical Col- 
lege of Philadelphia, 1920; member of the American Medical 
Association; on the staffs of Bryan Memorial Hospital, Lincoln 
General Hospital and St. Elizabeth’s Hospital, where he died 
January 9, aged 57, of aneurysm. 


Clayton, Charles Francis, Chicago; Rush Medical College, Chi- 
cago, 1897; on the staffs of the Illinois Central and Roseland 
Community hospitals; died in Lake Worth, Fla., January 6, 
aged 81, of coronary thrombosis. 


Connell, Charles William, Farley, lowa; Marquette University 
School of Medicine, Milwaukee, 1926; died in Long Beach, 
Calif., January 3, aged 52, of cerebral hemorrhage. 


Cowan, Isabella, Waterbury, Conn.; Woman’s Medical Col- 
lege of the New York Infirmary for Women and Children, 
New York, 1895; served on the staffs of the Waterbury 
and St. Mary’s hospitals; died in New Rochelle (N. Y.) Hos- 
pital January 2, aged 85, of arteriosclerosis and hypertension, 


Crane, Langdon Teachout, Detroit; Western Reserve Univer- 
sity School of Medicine, Cleveland, 1917; member of the 
American Medical Association; fellow of the American Col- 
lege of Physicians; served during World War I; for many 
years medical director of the outpatient department and sec- 
retary of the executive committee of the medical board at 
Harper Hospital; affiliated with Highland Park (Mich.) General 
Hospital, where he died January 3, aged 59, of coronary 
thrombosis. 


Eugene A # Scranton, Pa.; Georgetown Uni- 
versity School of Medicine, Washington, D. C., 1913; member 
of the American Academy of Ophthalmology and Otolaryn- 
gology; served during World War I and received many military 
citations; fellow of the American College of Surgeons; affiliated 
with Mercy and Moses Taylor hospitals; died January 7, aged 
61, of coronary thrombosis. 


John W., Greenville, S. C.; Medical College of the 
State of South Carolina, Charleston, 1900; died in Greenville 
General Hospital January 3, aged 74, of uremia, nephritis and 
myocarditis. 


Eberly, Karl Coulson @ Fort Wayne, Ind.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1912; served as city and county health officer; was cited for 
meritorious and conspicuous service during World War I; on 
the staff of St. Joseph’s Hospital; died January 8, aged 63, of 
coronary occlusion. 


Ferguson, Charles Lee © Portsmouth, Ohio; Miami Medical 
College, Cincinnati, 1909; member of the American Associa- 
tion of Industrial Physicians and Surgeons; chairman of the 
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Scioto County Selective Service; served as president of the 
Portsmouth Hospital Service Association; since February 1922 
medical director of the Selby Shoe Company; died in Mercy 
Hospital January 1, aged 65, of chest injuries received in an 
automobile accident. 


Ginsburg, Benjamin @ Brooklyn; Cornell University Medical 
College, New York, 1908; chief ophthalmologist on the staff of 
Unity Hospital; died January 4, aged 64. 


Gruver, Martin Edward @ Reading, Pa.; Medico-Chirurgical 


College of Philadelphia, 1914; died in Reading Hospital Janu- 
ary 1, aged 64, of coronary heart disease. 


Harvey, William Spencer, Daytona Beach, Fla.; the Hahnemann 
Medical College and Hospital, Chicago, 1883; for many years 
practiced in Chicago, where he served on the faculty of his alma 
mater and on the staffs of Cook County and Garfield Park 
hospitals; died in the Halifax District Hospital recently, aged 
91, of bilateral bronchopneumonia. 


Heaton, Asa H., Sedalia, Mo.; Indiana Eclectic Medical Col- 
lege, Indianapolis, 1881; member of the American Medical 
Association; died January 9, aged 89, of bronchopneumonia 
and cerebral arteriosclerosis. 


Hunt, Charles Jack, New York; University of Pennsylvania 
Department of Medicine, Philadelphia, 1905; served as assistant - 
professor of medicine at New York Post-Graduate Medical 
School; served during the Spanish-American War and World 
War I; died January 1, aged 74. 


Jacobson, August, Chicago; College of Physicians and Sur- 
geons of Chicago, School of Medicine of the University of 
Illinois, 1899; died January 7, aged 93, of myocardial infarc- 
tion. 


Kelley, James Turner, Rixeyville, Va.; Baltimore Medical Col- 
lege, 1893; died December 22, aged 86, of congestive heart 
failure. 


Kerr, John Alexander, Springville, N. Y.; Trinity Medical Col- 
lege, Toronto, Canada, 1895; died January 3, aged 81. 


King, Eugene Hobart, Hartsville, S. C.; Medical College of 
the State of South Carolina, Charleston, 1924; served during 
World War II; died January 8, aged 54, of injuries received in 
an automobile accident. 


Kirn, Joseph Douglas, Luling, La.; Louisiana State Univer- 
sity School of Medicine, New Orleans, 1940; member of the 
American Medical Association; interned at Charity Hospital 
in New Orleans and was a resident at the Lafayette Charity 
Hospital in Lafayette; served during World War II; died 
December 28, aged 36. 


Knudtson, Albert, Seattle; Chicago College of Medicine and 
Surgery, 1909; member of the American Medical Association; 
died January 7, aged 73, of acute coronary occlusion and 
hypertension. 


Lane, Gerald Munsell ® Springfield, Ohio; University of Cin- 
cinnati College of Medicine, 1928; member of the American 
Society of Anesthesiologists; formerly secretary of the Clark 
County Medical Society; affiliated with the Springfield City 
Hospital, where he died January 3, aged 50, of heart disease. 


Linderoth, Martin, Mamaroneck, N. Y.; Long Island Col- 
lege Hospital, Brookiyn, 1895; died January 1, aged 76, of 
carcinoma of the bladder and cerebral hemorrhage.’ 


Locke, Louie Ward, Utica, N. Y.; University and Bellevue Hos- 
pital Medical College, New York, 1905; member of the Ameri- 
can Medical Association and the American Association of In- 
dustrial Physicians and Surgeons; fellow of the American Col- 
lege of Surgeons; past president of the New York State Society 
of Industrial Medicine; served as medical director of Utica 
Mutual Insurance Company and as surgeon for Utica Transit 
Company; on the staff of Faxton Hospital, where he died Janu- 
ary 11, aged 68. 


Albert E., © Chicago; Albert-Ludwigs-Universi- 
tat Medizinische Fakultaét, Freiburg, Baden, Germany, 1901; 
formerly associate clinical professor of medicine at Loyola 
University School of Medicine; specialist certified by the 
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American Board of Internal Medicine; on the staff of Grant 
Hospital; served as chairman of the department of internal 
medicine at St. Elizabeth’s Hospital; died January 6, aged 72, 
of carcinomatosis. 


Lund, Herbert Z., Salt Lake City; George Washington Univer- 
sity School of Medicine, Washington, D. C., 1906; for many 
years affiliated with the Latter-Day Saints Hospital, where he 
was president of the staff in 1933; died January 22, aged 74, of 
coronary thrombosis. 


McKibben, Alpheus, Pittsburgh; Jefferson Medical College 
of Philadelphia, 1897; member of the American Medical 
Association; for many years associated with the Bureau of 
Child Welfare, City of Pittsburgh, Department of Public 
Health; died January 14, aged 78, of multiple sclerosis. 


‘Markham, Louis Northcutt © Longview, Texas; Medical De- 
partment of Tulane University of Louisiana, New Orleans, 1907; 
owner of Markham Hospital, where he died January 5, aged 66. 
Mason-Grigg, Ruth Spotswood @ Petersburg, Va.; University 
of Virginia Department of Medicine, Charlottesville, 1925; 
served as president of the Petersburg Medical Faculty; head of 
the dispensary at the WAC training center at Fort Lee; died Jan- 
uary 1, aged 58. 


Mateer, Ralph V., Toledo, Ohio; Starling Medical College, Co- 


lumbus, 1898; died in St. Vincent’s Hospital January 13, aged 73. 


May, Herman Frank, Chicago; University of Buffalo School 
of Medicine, 1909; at one time practiced in Buffalo, where he 
was on the faculty of his alma mater and on the staffs of Buf- 
falo State and Edward J. Meyer Memorial hospitals; served 
overseas during World War I; died January 12, aged 68, of 
myocardial infarction and arteriosclerosis. 


Mazer, Morton Leonard @ Dallas, Texes, University of Penn- 
sylvania School of Medicine, Philadelphia, 1938; clinical assis- 
tant professor of radiology at Southwestern Medical School of 
the University of Texas; specialist certified by the American 
Board of Radiology; member of the American College of 
Radiology; on the staff of Methodist Hospital; died January 4, 
aged 37, of heart failure. 


Menge, Frederick, Chicago; Northwestern University Medical 
School, Chicago, 1892; fellow of the American College of 
Surgeons; specialist certified by the American Board of Oto- 
laryngology; formerly professor emeritus of laryngology and 
rhinology at his alma mater; served during World War I; died 
January 8, aged 71, of cerebral hemorrhage. 


Morrow, Wiley C. © Greenville, Texas; Georgia College ot 
Eclectic Medicine and Surgery, Atlanta, 1901; for many years 
member of the state board of medical examiners; died in Dr. 
Joe Becton’s Hospital January 6, aged 73, of cancer of stomach, 
liver and spleen. 


Murrin, Joseph Stanislaus, Scranton, Pa.; Georgetown Univer- 
sity School of Medicine, Washington, D. C., 1907; served during 
World War I; died January 1, aged 74, of coronary thrombosis. 


Nabors, Samuel L., Nettleton, Miss.; Memphis (Tenn.) Hos- 
pital Medical College, 1903; member of the American Medi- 
cal Association; died January 29, aged 74, of heart disease. 
O’Connell, Cornelius Aloysius, Lakewood, Ohio; St. Louis Uni- 
versity School of Medicine, 1910; member of the American 
Medical Association; affiliated with St. John’s Hospital; died 
January 8, aged 64, of coronary heart disease. 


Parker, Helen M., Marshall, Mich.; the Hahnemann Medical 
College and Hospital, Chicago, 1889; died January 18, aged 87. 


Pollard, Milton, Albuquerque, N. M.; Medizinische Fakultat 
der Universitat, Wien, Austria, 1934; member of the American 
Medical Association; died near Flagstaff, Ariz., January 1, 
aged 44, of injuries received in a traffic accident. 


Post, William Luther, Lawrence, Kan.; Southwest School of 

epee and Hospital, Kansas City, Mo., 1913; died January 
6, aged 72. 

Powell, John Vardaman, Miss.; Memphis (Tenn.) 


Edgar, 
Hospital Medical College, 1911; died January 30, aged 74, 
of heart failure. 
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Queen, William Gwynn @ Baltimore: University of Maryland 
School of Medicine, Baltimore, 1909; chief of pediatrics, Bon 
Secours Hospital; on the staffs of Mercy Hospital and Uni- 
versity Hospital; died January 3, aged 66, of coronary 
thrombosis. 

Reed, Charles Clay Jr. @ Little Rock, Ark.; University of Ar- 
kansas School of Medicine, Little Rock, 1933; assistant professor 
of surgery at his alma mater; fellow of the International College 
of Surgeons and the American College of Surgeons; served dur- 
ing World War II; formerly deputy county coroner; on the staffs 
of Arkansas Baptist Hospital and St. Vincent's Infirmary, where 
he died January 5, aged 42, of coronary occlusion. 


Robbins, William Bradford @ Boston; Harvard Medical School, 
Boston, 1904; for many years affiliated with Massachusetts Gen- 
eral Hospital; died January 16, aged 73. 


Rogers, Frank W. ®@ Carnegie, Okla.; College of Physicians 
and Surgeons, Dallas, Texas, 1905; died December 19, aged 76, 
of chronic myocarditis. 


John Christopher, Narberth, Pa.; Temple University 
School of Medicine, Philadelphia, 1909; member of the Ameri- 
can Academy of Ophthalmology and Oto-Laryngology; died 
January 14, aged 75. 


Rush, Max Jacob, Brooklyn; Cornell University Medical Col- 
lege, New York, 1906; died January 2, aged 65, of heart 
failure. 


Silberstein, Emanuel Leon, Cincinnati; Ohio-Miami Medical 
College of the University of Cincinnati, 1912; also a graduate 
in pharmacy; member of the American Medical Association; 
served during World War I; died in Jewish Hospital January 
1, aged 62. 


Smith, James Alexander, Lauderdale-by-the-Sea, Fla; Uni- 
versity of Michigan Medical School, Ann Arbor, 1922; mem- 
ber of the American Medical Association; fellow of the 
American College of Surgeons; formerly practiced in Detroit, 
where he was on the staffs of the St. Mary’s, Delray General 
and Michigan Mutual Industrial hospitals; died January 2, 
aged 53, of myocardial infarction. 
Smith, James Moore, Bradenton, Fla.; St. Louis University 
School of Medicine, 1912; member of the American Medical 
Association and the Missouri State Medical Association; 
served on the staffs of St. Anthony's and Deaconess hospitals 
in St. Louis; died in Bradenton General Hospital January 2, 
left 


Smith, John Vernon, New York; College of Physicians and 
Surgeons, medical department of Columbia College, New 
York, 1889; served as medical superintendent of St. Barna- 
bas Hospital for Chronic Diseases, where he was a member of 
the board of managers; died in St. Luke’s Hospital January 3, 
aged 83, of arteriosclerotic heart disease. 


St. Peter, Montreville Alfred © Enid, Okla.; University of Pitts- 
burgh School of Medicine, 1910; served in the regular U. S. 
Army; died January 7, aged 62, of malignant hypertension 
Taylor, Archie Lynn, Dayton, Ohio; Meharry Medical Col- 
lege, Nashville, Tenn., 1912; died January 7, aged 63, of 
cerebral hemorrhage. 


Webb, Robert D., anon 3 La.; Medical Department of Tulane 
University of Louisiana, New Orleans, 1892; died in Shreve- 
port, December 21, aged 83, of senility. 


Yeomans, Theron Grover, St. Joseph, Mich.; University of 
Michigan Homeopathic Medical School, Ann Arbor, 1909; 
member of the American Medica! Association; past president 
of the Michigan State Board of Registration in Medicine; fel- 
low of the American College of Surgeons; at one time mayor; 
founder and former physician in charge of St. Joseph Sana- 
torium, now known as St. Joseph Michigan Hospital; served 
on the staff of Mercy Hospital in Benton Harbor; died Decem- 
ber 28, aged 65, of cerebral vascular accident. 


Young, Daniel Edgar, Sharon, Tenn. (licensed in Tennessee in 
1913); member of the American Medical Association; died re- 
cently, aged 66, of coronary occlusion and hypertension. 
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GOVERNMENT SERVICES 


AIR FORCE 


Aviation Medical Examiners.—A class of Aviation Medical 
Examiners composed of regular, National Guard and reserve 
medical officers graduated at the School of Aviation Medicine, 
Randolph Field, Tex., March 18. The graduation address was 
delivered by Major Gen. Malcolm C. Grow, retired, formerly 
Surgeon General of the U. S. Air Force and at one time an 
officer in the Czarist Russian Army. Following six weeks of 
intensive training, the graduates are qualified for duty with Air 
Force units, where their primary mission will be to conduct 
physical examinations for flying. They will not, however, re- 
ceive their Aviation Medical Examiner ratings until after 
completing a three month preceptorship, during which each 
must acquire 25 hours of flying in military aircraft and conduct 
50 physical examinations for flying. After achieving this rating, 
each graduate who receives a proper recommendation will 
become eligible for the rating of Flight Surgeon on completion 
of an additional year of field service. 


Personal.—Col. Earl Maxwell has been named Acting Director 
of Professional Services, Office of The Surgeon General, U. S. 
Air Force, replacing Brig. Gen. William H. Powell Jr., who 
has become Air Surgeon General for U. S. Armed Forces in 
Europe. 


PUBLIC HEALTH SERVICE 


A Billion Dollars for Hospitals—The Public Health Service 
approved 1,489 applications for hospital construction as of 
December 31, 1950. The total construction cost of the projects, 
which will add nearly 71,000 additional hospital beds, was 
estimated at over one billion dollars. The Federal share of this 
is nearly $385,000,000. Only 283 projects were in the pre- 
construction stage: 366 projects had been completed and were 
in operation, and 840 were under construction. The majority 
of the projects receiving approval were in small towns and 
were for new general hospitals with less than 100 beds. Seventy- 
two per cent of the approved projects were for general 
hospitals, either for new construction or for additions or alter- 
ations. The other projects approved were in the following 
categories: public health centers, 15 per cent; general hospitals 
combined with public health centers, 3 per cent; mental hos- 
pitals, 5 per cent; tuberculosis hospitals, 3 per cent; chronic 
disease facilities. 1 per cent; other related hospital facilities, 
less than 1 per cent. Eighty per cent of the projects receiving 
approval were for hospitals with less than 100 beds; 57 per 
cent had fewer than 50 beds, and 23 per cent had between 
50 and 99 beds. About 60 per cent of the projects were for 
new facilities. Only 10 per cent of the new construction wes 
in cities with more than 50,000 population, and the majority 
of the projects were located in towns of 5,000 or less. 


Commissions for Librarians.—The United States Public Health 
Service is now offering active reserve commissions to medical 
record librarians. The commissioned rank (equivalent to cap- 
tain, first lieutenant, and second lieutenant in the Army) is 
dependent on the person’s experience and educational quali- 
fications. A baccalaureate degree is required but need not have 
been obtained in Medical Record Library Science. For infor- 
mation write to the U. S. Public Health Service, Division of 
Hospitals, Medical Record Branch, Washington 25, D. C. 


Personal.— Dr. Justin M. Andrews, deputy officer in charge of 
the Communicable Disease Center, Public Health Service, has 
been awarded the honorary degree of Doctor of Laws by The 
Johns Hopkins University. He received a Doctor of Science 
degree from Johns Hopkins in 1926 and has taught at the 
University’s School of Hygiene and Public Health. 


MISCELLANEOUS 


Openings for Medical Personnel in Pacific Islands.—There will 
be openings for physicians and other medical personnel in the 
Trust Territory of the Pacific Islands when the Department, of 
the Interior takes over responsibility for the area from the De- 
partment of the Navy on July 1, 1951, it was announced 
March 25. 

The positions range in civil service classification from grade 
GS-6 for laboratory technicians to GS-13 for doctors. Total sal- 
aries for the various positions, including the post differential, 
follow: Physician (director of dispensary), $9,500; general phy- 
sician, $8,000; hospital administrator, $6,750; dentist, $6,750; 
pharmacist, $5,750; sanitation specialist, $4,781; public health 
nurse, $4,781; x-ray technician, $4,781; ward supervisor, $4,781; 
surgical nurse, $4,781; medical record clerk, $4,312, and labo- 
ratory technician, $4,312. 

The Trust Territory, which is administered by the United 
States under agreement with the United Nations, is composed 
of 96 islands or island groups and includes the Marianas (except 
Guam), the Carolines and Marshall Islands. 

About 49 United States personnel and 293 island personnel 
headed by Dr. Hyrum Marshall, former dean of the University 
of Utah Medical School, will carry on the medical activities in 
the area under the civil administration of the Department of the 
Interior. 

Recorded temperatures range from 61 degrees to 95 degrees 
in the Marianas, 69 to 91 degrees in the Carolines and 70 to 94 
degrees in the Marshalls, with a mean annual temperature of 
81 degrees. Rainfall and humidity are high compared to United 
States standards. Living conditions in the Territory are pleasant 
but simple. Housing is of a temporary type but is suitable for 
tropical conditions. Many of the structures are improved quon- 
sets, while others are frame dwellings. All have inside plumb- 
ing, stall showers, electric refrigerators, electric or Coleman 
type stoves and basic furniture. Rental for housing averages 
$50 a month and food prices approximate West Coast levels. 

The principal existing diseases treated in the Territory are 
tuberculosis, yaws, intestinal parasites, filariasis and leprosy. A 
total of 99 cases of leprosy have been diagnosed and are cur- 
rently under treatment at the Tinian leprosarium. Diseases such 
as malaria, cholera, plague and yellow fever are not found in 
the Territory. Numerous types of recreation are available in- 
cluding swimming, fishing and sailing. Each district center has 
a clubhouse for indoor activities and facilities for showing 
movies. 

Since there are no schools for American personnel in the 
Territory, arrangements have been made to provide teaching 
material through correspondence courses for personnel with 
school-age children. Some 54,000 people inhabit the Territory. 
The great majority are Micronesians, although there is a small 
group of Polynesians. 

The Territory is divided for administrative purposes into five 
districts. At each district center there is a 50-75 bed general 
dispensary. At two of the subdistrict centers there is a 10-25 bed 
dispensary. At the third there is an eight bed dispensary, while 
the fourth, Tinian in the Marianas, is the site of the Trust Terri- 
tory leprosarium, which can care for 100 patients. Most of the 
outer islands in each district have first aid dispensaries manned 
by local health aides. Regularly scheduled field trips are made 
from the major centers to provide additional treatment for the 
people. In general, facilities at the district dispensaries are ade- 
quate for handling all but the most serious cases, which are sent 
to the 250 bed Guam Memorial Hospital for treatment. 

Medical positions are also available in American Samoa, a 
United States possession, which will also come under the juris- 
diction of the Department of the Interior on July 1, 1951. 

Information concerning these positions may be obtained from 
the Office of Territories, Department of the Interior, Wash- 
ington 25, D. C. 
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ITALY 


National Surgical Convention.—At the national convention of 
the Italian Society of Surgery held in Montecatini (Tuscany) in 
October, a report on the treatment of cryptorchism was given 
by Dr. G. Perazzo, an associate of Professor Forni of the 
University of Bologna. A striking demonstration of Selye’s 
theory, according to which “stress” of purely psychological 
character could create “syndromes of adaptation,” is the in- 
crease of cryptorchism in European countries that passed 
through the period of anxiety and terror caused by the aerial 
bombardments during World War II. Never have so many 
children with unilateral or bilateral cryptorchism been seen 
before. Because of anxiety and, inadequate nutrition, pregnant 
women suffered from hormone imbalance. This imbalance, 
being at its most intense stage during the first three months 
of pregnancy, interferes with the growth and formation of the 
urogenital system in the fetus, which leads to disturbances in 
the descent of testes into the scrotum. Cryptorchism may be 
due to various causes: the testis can be missing entirely (agene- 
sis); it can be atrophied (aplasia); or, after a wrong start, it 
may be incorrectly situated (ectopia or dystopia). Cases of 
total agenesis have not been recorded in textbooks on endo- 
crinology, but cases of unilateral agenesis have been. Unilateral 
agenesis explains the rare cases of human hermaphrodism: 
an immature testis retained in the abdomen and an ovary on 
the other side. It can also happen that both ovaries, or both 
testes, always cryptorchid since they are retained in the abdo- 
men, are found on one side, while a single flattened testis or 
a single ovary is found on the other side. Cryptorchism is more 
frequently caused by ectopia or dystopia. The testis, although 
genetically developed, may not find the right path, therefore 
making a paradoxical descent: the left-sided testis will be dis- 
placed to the right scrotal sector, while the right testis passes 
to the left side. Depots of accessory splenic or adrenal cortex 
tissues are frequently found in misplaced cryptorchid testes. Re- 
tention can take place in the abdomen, at the level of the internal 
inguinal ring, along the inguinal canal or at the level of the 
external inguinal canal. While agenesis or aplasia make eunuch- 
ism and hermaphroditism unavoidable, in retention the sexual 
characteristics may be maintained, though the seminiferous 
activity is reduced. The danger lies in the possibility that the 
testis may undergo malignant degeneration. 

Perazzo’s report has resolved the unending dissention be- 
tween the partisans of medical treatment and those of surgical 
intervention. In the North American medical circles, Dr. J. S. 
Eisenstaedt (Department of Urology, Michael Reese Hospital, 
Chicago) states: “My own experience, both clinically and 
experimentally, has proved to me that overdosage with gona- 
dotropic hormone will produce severe atrophic changes which 
are irreversible in a mechanically retained testis. . . . Another 
misconception from my point of view is that the use of gona- 
dotropic hormone will enlarge the inguinal canal and make 
the testis more movable.” 

On the other hand, Professor Forni’s school (represented by 
Dr. Perazzo in his report to the convention) is much more 
temporizing. Dr. Perazzo’s opinion is that the “hormonal treat- 
ment has definite indications but is of variable value, limited 
of course to what it can actually do. When it is indicated and 
properly administrated, the results are satisfactory, especially 
if it is carried into effect with gonadotropin associated with 
small doses of androgen.” 

Dr. Perazzo recommends that the testis be brought down 
manually with the same technique used in exploration of the 
cryptorchid testis. This is done only when the testis is palp- 
able; it is performed several times a day for a few weeks, in 
order to elongate the funiculus. Immediately after the testis 
appears at the external inguinal ring, it is brought by delicate 
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traction into the scrotal sac. Although Dr. Perazzo does not 
favor that method, since it can modify the structure of the gland 
and its annexed organs, he stated that he had had complete suc- 
cess with six patients, in four of whom the condition was 
bilateral and in two monolateral. The surgical treatment rec- 
ommended by Dr. Perazzo is orchidopexy. Orchiectomy is jus- 
tified only in the case of a severely atrophied, adult testis; it 
must be performed according to Dr. Ombredanne’s technic, 
with successive protheses, not in ivory but in some kind of 
resin. He objects to the plastic operation in which the testis 
is placed in loose preperitoneal cellular tissues. 


TURKEY 


Streptomycin Therapy in Tuberculosis.—At the eleventh na- 
tional medical congress, held at Ankara, last October, Dr. 
Tevfik Ismail Goékge, chief of the 500 bed Istanbul Heybeliada 
government sanatorium for active tuberculosis, and his asso- 
ciate, Dr. Suheyla Durukal, reported on the results of strep- 
tomycin therapy. Of the 214 patients, 29 (13.6 per cent) 
received 1 Gm. daily and 185 (86.4 per cent) received 0.5 Gm. 
In 3.5 per cent the therapy was not effective; in 96.5 per cent 
general symptomatic improvement was noted. In 88 per cent 
the temperature became normal; in 7.5 per cent it decreased, 
and in 4.5 per cent there was no change in temperature. The 
blood sedimentation rate improved; in 46 per cent it was two 
thirds of the rate before the treatment, in 24 per cent one 
third, in 28 per cent slightly less than one third and in 2 per 
cent unchanged. Mycobacterium tuberculosis, which was pres- 
ent in the sputum of all patients before the inauguration of 
the streptomycin therapy, was found at its termination in 75 
per cent; the remaining 25 per cent of the patients treated 
with streptomycin obtained negative sputums. Eighty per cent 
of the patients gained weight during the therapy, in 10 per 
cent the weight remained unchanged and in 10 per cent the 
weight decreased; 50 per cent gained 5 Kg., 29 per cent less 
than 5 Kg. and 21 per cent gained more than 15 Kg. In 85 
per cent toxic symptoms completely disappeared and the 
patients reported a feeling of well-being; in 8 per cent there 
was no change, and in 7 per cent there had been no toxic 
symptoms before treatment. Roentgenographic examination 
revealed that in 74 per cent exudative infiltration had com- 
pletely disappeared and in 24 per cent partly. Productive fibro- 
caseous lesions partly improved in 24 per cent; in 74 per cent 
there was no improvement. In patients with recent cavitary 
lesions very good results were obtained. Patients with older 
cavitations did not benefit from the treatment, of the latter 27 
per cent had a partial pneumothorax. Of 14 patients with 
ulcerative tuberculosis of the larynx, 12 completely recovered 
and two were greatly improved. In seven patients with pul- 
monary tuberculosis concurrent with ulcerative tuberculosis of 
the larynx the pain, the difficulty in swallowing and the hoarse- 
ness soon subsided; in 3 patients the hoarseness remained. In 
two of these seven patients the laryngeal disease relapsed after 
three months. In several patients with pulmonary tuberculosis 
concurrent with enteritis, the pain subsided within a short 
time, and the temperature became normal. These patients were 
given a daily dose of 1 Gm. of streptomycin. Three of these 
patients completely recovered after a course of 40 Gm. of strep- 
tomycin. In 27 patients, of whom 17 had hydropneumothorax 
and 10 had pyopneumothorax, injections of streptomycin into 
the pleura did not greatly facilitate absorption. In 50 per cent of 
the patients the disease was arrested but positive pleural fluid 
cultures became negative in only a few instances. The minimum 
dose of streptomycin was 15 Gm., and the maximum 170 Gm. 
Repeated urinalyses showed neither albumin nor any other 
abnormal substances in sediments. Twenty-seven of the patients 
had slight headaches and vertigo, but, although the strepto- 
mycin treatment was not discontinued, the symptoms subsided. 
Before, during and after therapy the patients were examined 
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by otolaryngologists and ophthalmologists; organic lesions were 
not observed. One patient had icterus during the second week 
of the treatment; three patients had indigestion, and in three 
patients eczema, petechial spots, urticaria, eruption and itch- 
ing developed after they had received 20 Gm. of streptomycin. 
Toxic symptoms as a result of the treatment were not observed. 
Two nurses contracted contact dermatitis. 


Glucantime Therapy in Kalaazar.—Dr. Ali Riza Biyikoglu, chief 
of the medical department of the Dr. Behcet Uz Children’s Hos- 
pital in Izmir (Smyrna), and his associate, Dr. Niyazi K6ymen, 
have published their observations on glucantime therapy in 
kalaazar. The eight children, one 9 months old and seven less 
than 5 years, had come from the coastal regions of the Medi- 
terranean and had been ill for several months; they were weak, 
anemic and febrile, and all had an enlarged spleen and liver. 
Examination of the blood revealed leukopenia (3,000 to 5,000 
cells); sternal puncture revealed Leishmania donovani; the re- 
sponse to Napier’s aldehyde (formol-gel) test was positive; 
Plasmodium was not present in the blood. 

Glucantime (N-methylglucamine antimonate) a pentavalent 
antimony preparation, is supplied in 5 cc. ampuls of 30 per 
cent aqueous solution. It is easy to administer, the weight of 
the patient determining the dosage. A child weighing 15 Kg. 
received a daily dose of 5 cc. by intramuscular injection. 
Within a few days the patient’s temperature became normal, 
and the leukopenia and hepatosplenomegaly rapidly decreased. 
Except for one patient with severe leukopenia, for which liver 
extract was given as auxiliary remedy, no adjuvants were re- 
quired. Glucantime was extremely well tolerated; there were 
no toxic symptoms. In most patients the sternal puncture re- 
vealed the absence of Leishmania after the tenth injection. 
Complete recovery was obtained in from 12 to 15 days. 


DENMARK 


An_Inter-Scandinavian ia.—At present each of 
the Scandinavian countries, Denmark, Finland, Norway and 
Sweden, has its own pharmacopeia. The contents of these 
national pharmacopeias are by no means identical, and the same 
drug may have different names, differences of composition 
and differences of strength and purity. Various considerations 
for many years have made desirable an inter-Scandinavian 
pharmacopeia. Prof. Knud O. Mller of Copenhagen took an 
active part, just before World War II, in convening meetings 
between Danish and Swedish experts on the subject. The war 
put a stop to negotiations, but they were resumed at a meeting 
in Stockholm in 1946. In 1948 the Danish, Norwegian and 
Swedish governments agreed to the constitution of a Scandi- 
navian Pharmacopeial Committee with Prof. Gunnar Ahlgren 
of Lund, Sweden, as its first chairman. Late in 1950, Finland 
agreed to join this body. It is to hold three annual plenary 
sessions, each lasting three to four days. When this body first 
met in Copenhagen, in February 1949, a plan of campaign 
was outlined, which has since been worked out in much detail. 
This new body is an official, permanent, inter-Scandinavian 
institution, provided with a permanent secretariat in the charge 
of a secretary-general, Dr. Frithiof Reimers of Denmark. 

The new Scandinavian pharmacopeia may take a few years 
to materialize, but it should be in use by 1960 if not earlier. 
Its influence is already making itself felt on the older national 
pharmacopeias. For example, the annual supplements to the 
old Danish pharmacopeia are now being drafted in such a 
way that they can be incorporated in the inter-Scandinavian 
pharmacopeia without great difficulty. Subcommittees are at 
work on various special problems, such as nomenclature. Had 
the Anglo-Saxon nomenclature of drugs been more uniform, 
the Scandinavian Pharmacopeial Committee would gladly have 
taken it as a guide, but the differences between the American 
and English nomenclature were found to be so great that this 
course could not easily be followed. The World Health Organi- 
zation is at work on an international nomenclature of drugs. 


How to Test New Remedies.—The turnover in drugs in Den- 
mark is worth 107,000,000 kroner yearly, and there are more 
than 2,000 drugs available. In the opinion of as great an 
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authority as Erik Warburg, the question of how to test new 
remedies cannot be answered by the seemingly attractive device 
of administration of the drug in question to patients admitted 
to the hospital on alternate days. An expert in statistics has 
shown that results of the employment of this device by Pro- 
fessor Fibiger at the end of the last century with reference 
to the serum treatment of diphtheria were not really convinc- 
ing. Since the physician himself may be biased and the victim 
of suggestion, Warburg’s formula for the alternate day test 
entails keeping the physician himself in ignorance of what he 
is giving his patient, the drug in question and the inert control 
substance being supplied him by someone else, who alone 
knows the identity of the substances. 


Streptomycin for Acute Gastroenteritis of Infancy.—Since June 
1949, streptomycin has been given by mouth in cases of acute 
gastroenteritis in a children’s hospital at Fuglebakken, Den- 
mark. Reporting on this treatment, Drs. E. Winge Flensborg 
and Ib Boesen compare results in the 13 infants treated with 
streptomycin since this date with those in the 18 infants who 
had the same ailment but were not thus treated between Janu- 
ary 1948 and June 1949. In both groups the diagnosis of acute 
gastroenteritis depended on diarrhea, fever, vomiting, poor 
general condition and dehydration (diminished turgor). Dihy- 
drostreptomycin was given six times a day for seven days; the 
individual dose was 50 mg. for infants weighing less than 
3,000 Gm., 75 mg. for infants weighing between 3,000 and 
6,000 Gm. and 100 mg. for infants weighing over 6,000 Gm. 
In both groups a starvation regimen was maintained for a 
day or two; the infants were then given parenteral injections 
of penicillin. In both groups various other therapeutic measures 
were also employed. 

The streptomycin-treated group fared much better in many 
ways than the control group, although the condition at the 
outset was much the same in the two groups. There were five 
deaths among the controls and none among the streptomycin- 
treated patients. With the exclusion of the patients who died, 
those who were premature and those with stenosis of the 
pylorus, the average duration of hospital treatment was 78 
days for the controls and 35 days for the streptomycin-treated 
patients. Drs. Flensborg and Boesen caution against neglect 
of other remedies and precautions, such as examination of 
patients on admission for signs of other infection. In any case 
parenteral injection of penicillin is indicated, and it is possible 
that oral administration of streptomycin may have to be 
supplemented by parenteral injection. 


SPAIN 


National Health Meeting.—The third national meeting of the 
Spanish Health Society will be held in Madrid April 9-14, 
1951. The Minister of the Interior will be the honorary presi- 
dent. Prof. José A. Palanca y Martinez Fertun, general director 
of health, professor of hygiene of the Faculty of Medicine of 
Madrid and general in charge of military health of the army 
at Guadarrama, will be president. The office of secretary gen- 
eral is under the direction of Dr. José Fernandez Turégano, 
who is director of the National School for Teachers of Sani- 
tation. Three official topics will be considered: “Virus Diseases 
in Spain,” under the chairmanship of Dr. Gerardo Clavero del 
Campo, director of the National School of Health and presented 
by Drs. Guillermo Arce, Eduardo Gallardo, Juan Torres Gost, 
Florencio Pérez Gallardo and José L. Aldecoa; “The Reflection 
of Antibiotics in Demography and in Sanitation Campaigns,” 
under the chairmanship of Dr. Antonio Crespo Alvarez, director 
of the National School of Tuberculosis, and presented by Drs. 
José Gay Prieto, Nazario Diaz, Antonio Vallejo de Simén, An- 
tonio Galdo Villegas, Rafael Ibafiez, Francisco Blanco, Ramén 
Garcia Alonso, Luis Nistal and Santos Ovejero; “Modern Trends 
in Health,” under the chairmanship of Dr. Pedro Gonzalez, gen- 
eral health inspector, and presented by José Nufiez Ibarrola, 
Aurelio Boned, Juan Bosch Marin, Bartolomé Benitez Franco, 
Jesis Gonzalez, Francisco Dauden, Miguel Martinez and 
Laureano Saiz Moreno. The congress will be divided into the 
following sections: health, tuberculosis, infant hygiene, derma- 
tology, pharmacy, veterinary and miscellaneous. 
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Academy of Surgery.—The Academy of Surgery of Madrid, 
under the presidency of the general director of health, cele- 
brated its inaugural session of lectures. Dr. Cardenal, the re- 
tired professor of surgery of the Faculty of Madrid, discussed 
“Some Considerations on the Evolution of Surgery and the 
Surgeon.” His father, who had been a professor at the Univer- 
sity of Barcelona, had introduced antiseptic surgery in Spain 70 
years ago. Dr. Cardenal set up the fundamental moral prin- 
ciples for young surgeons and referred to modern physio- 
logic surgery. He concluded that the foundations of surgery 
should be based on a precise knowledge of pathology, of patho- 
logic anatomy and of clinical practice. 


Infant Health.—The campaign against infant mortality and 
related aspects is carried out in Spain by the Central Services 
of Infant and Maternal Hygiene of the General Health Ad- 
ministration. This board was established by decree on Oct. 31, 
1931; it was amplified by the Infant and Maternal Health Law 
_ Of July 12, 1941 and was reorganized by the Principles of Na- 
tional Health Law of Nov. 25, 1944. The central services has 
established various commissions covering such matters as child 
welfare, maternal welfare, school hygiene, and infant mortality. 


ARGENTINA 


Retirement of University Professors.—The Council of the Uni- 
versity of Buenos Aires declared on Nov. 29, 1950 that pro- 
fessors more than 55 years old who had more than 30 years 
of any service to the state should be retired. The councils of 
the faculties could by a two-thirds majority vote prolong their 
service for three years. In the Faculty of Medicine more than 
20 full professors were to be dismissed. 

The Ministry of Education has recently annulled the resolu- 
tion of the university, declaring that the government is the 
only agency that can nominate and remove the university pro- 
fessors and even force them to retire under the forementioned 
conditions. The Ministry declares that it will use the latter 
prerogative when the professor is in a decadent state or will allow 
the occupation of his chair by some new outstanding person or 
for “other reasons of public utility and good government.” 

The reason for these contradictory measures is unknown, but 
it is quite evident that the autonomy and independence of the 
Argentine universities, which has been traditional and the basis 
of their scientific progress, is now officially abolished. From 
now on professors who have reached the age of 55 and have 
served the state for more than 30 years will be at the mercy 
of the government. 


Aureomycin in Brucellosis.—A has been used in 
treatment of 46 patients with brucellosis i in different zones of 
Argentina. A report on final results was published in El dia 
médico (22:3307, 1950), by Drs. E. A. Molinelli, G. Pandolfo, 
O. Schulter, D. Ithurralde, O. M. Repetto, G. Basso, S. Miyara, 
V. E. R. Thompson and V. C. Vital. ; 

In 24 of the 46 cases the infection was due to Brucella suis, 
in 12 to Brucella abortus and in 9 to Brucella melitensis. The 
disease existed from 17 days to 23 months. Aureomycin hydro- 
chloride was given intravenously in 35 cases: 100 to 1,000 
mg. by injection for totals of 2.15 to 15.5 Gm. (about 15 Gm. 
in a period not shorter than 15 days). In oral treatment 2 Gm. 
was given ‘the first day and 3 Gm. daily thereafter until one 
week after the patient became normal. In 30 days 70 Gm. or 
more had to be administered. 

Temperature and erythrocyte sedimentation rates became 
normal; pains, sweating and anorexia disappeared; euphoria, 
tonus and muscular strength were recovered, and there was 
increase in body weight. 

The authors consider aureomiycin the best of the curative 
agents tried in cases of brucellosis. 


Psittacosis.—The first epidemic of ornithosis was detected in 
the province of Cérdoba, Argentina, by Dr. Barros in 1929. 
Since then many others have been observed in different regions 
of the country. Several species of birds have been the source 
of infection: parrots, parakeets, pigeons, ducks and hens. The 
virus is rather common in the poultry farms and has been 
found in some wild birds. Until now more than 250 human 
cases have been studied and recognized, with an average mor- 
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tality of 24.5 per cent. Owing to different reasons it can be 
assured that in many other cases diagnosis was not made. A 
summary of the Argentine experience has been published in 
Prensa Médica Argentina (27:2593, 1950) by H. Ruggiero, S. 
Averbach, M. Carlone and J. Landabure. 


BRAZIL 


A Test to Determine Portal Circulation Time—lIn a paper 
read before the Society of Medicine and Surgery of Sao Paulo, 
Dr. Dino de Almeida proposed a new test to determine the 
portal circulation time, based on the work on the ether test 
by Newman and co-workers. The determination of the portal 
circulation time by the ether test is a method that may be 
employed in the estimation of the permeability of the direct 
anastomosis between the portal and caval systems carried on 
surgically for the relief of portal hypertension; measurement 
ought to be made before and after the surgical procedure. The 
test consists of the introduction of ether into the duodenum, or 
preferably into the upper part of the jejunum, through the 
common duodenal rubber tube; the interval of time between 
the injection and the patient’s own observation of ether on his 
breath is equal to the time rate of the portal circulation. If 
the anastomosis is permeable, the time rate ought to be shorter 
than that obtained before the operation under the same 
technical conditions of the test. 


Intrathoracic Tumors.-—The possibilities of a preoperative diag- 
nosis of the intrathoracic tumors were considered before the 
National Academy of Medicine by Dr. Euryclides de Jesus Zer- 
bini. He has observed between the thoracic tumors some non- 
tumoral disease, as aortic aneurysm, some hemangiomas and 
special cases of cardiospasm. In such cases there are radiologic 
similarities to the real intrathoracic tumors, and the differential 
diagnosis is sometimes difficult. A simple classification of the 
intrathoracic tumors was considered the best, as follows: the 
tumor may be Iccalized in the lung, the mediastinum or in 
the chest wall; in each instance the tumor may be malignant or 
benign. 

Among malignant tumors of the lung were considered car- 
cinoma, sarcoma and metastatic malignant lesions. The benign 
lung tumors studied include mixed hamartomas, cystic disease 
and tuberculomas. 

The tumors of the mediastinum may be localized in the 
posterior, middle or anterior part of the mediastinum. In the 
posterior mediastinum the tumors usually found originated in 
the nervous segments, the esophagus or the vertebral elements, 
such as neurofibromas, neurofibrosarcomas, esophageal cysts 
and meningocele. The middle part of the mediastinum is the 
commonest site of lymphatic tumors, aneurysms of the great 
vessels and tumors of the trachea and large bronchii, such as 
lymphosarcoma, Hodgkin’s disease, aortic aneurysm and bron- 
chiogenic cysts. In the anterior mediastinum the commonest 
tumors originate in the thyroid or the thymus or are dermoid 
tumors. 

Among the tumors of the chest wall the commonest are the 
tumors of the ribs, sternum and costal cartilages; they present 
no difference from the bone tumors of other parts of the 
organism. The mesothelioma of the pleura is a peculiar and 
rare type of chest wall tumor. 

The paper of Dr. Zerbini was based on a tote of 13 patients 
with different types of intrathoracic tumors. In almost all 
instances the diagnosis was confirmed by operative findings 
and microscopic studies of the tumor. 


Abscess of the Spleen.—Drs. Bernardino Franchesi, Israel 
Nussenzveig, Marcos Lion, Mario Montenegro and Joao 
Franchesi reported a case of abscess of the spleen in a 
patient with mitral disease and articular fibrillation. Post- 
mortem examination revealed a greatly enlarged spleen, weigh- 
ing 3.99 Gm.; almost all of the organ was destroyed and 
replaced by a cavity filled with purulent material. The patho- 
genesis was an embolic infarction of the spleen, due to auricu- 
lar fibrillation with softening of the necrotic material. No 
references to other cases of similar pathogenesis were found 
in the available literature. The clinical picture, evolution, diag- 
nosis, prognosis and treatment of the disease were also dis- 
cussed by the authors. 
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CORRESPONDENCE 


MEDICAL STATISTICS 


To the Editor:—It was with a great deal of interest that I read 
the article entitled “Use of Controls in Medical Research,” 
by Dr. Otho Ross Jr., in THE JOURNAL (145:72 [Jan. 13] 1951). 
Dr. Ross has pointed out a chronic deficiency in medical litera- 
ture—a deficiency that makes a good proportion of published 
material almost worthless. However, now that this defect has 
been aired in the open, so to speak, consideration should be 
given to methods by which it may be corrected. 

The basic difficulty, no doubt, lies in the lack of medical 
students being exposed to the use of statistical technics in 
medical research. I do not know the actual numbers, but I 
would imagine that there are only a few medical schools that 
give even a minimum course in medical statistics. The article 
has pointed out the necessity for an intensive effort in having 
all schools inaugurate such courses. An additional method for 
solving the problem would be the appointment of full-time 
statisticians in our larger teaching and research centers. These 
statisticians would be available for consultation to the various 
research workers. They might also inaugurate various types 
of conferences concerning statistical problems in medicine sim- 
ilar to clinicopathological conferences, which have been impor- 
tant teaching instruments. These methods would only have a 
long range effect that would not answer the immediate problem 
of improving the scientific quality of medical reports. The sug- 
gestion that naturally presents itself is that the editorial boards 
of the various medical journals have a consultant statistician 
to review all papers submitted for publication from the view- 
point of scientific and statistical reasoning. 

By publication of various articles on statistics and by its 
recent editorial, THE JOURNAL has taken a wonderful and com- 
mendable stand in this matter. However, such a position has 
to be intensified and made more extensive. Dr. Ross has pointed 
out the problem, and it is now necessary for the medical 
profession to do something about it. 


ABRAHAM M. LILIENFELD, M.D., 
Johns Hopkins University School 
of Hygiene and Public Health, 
Baltimore. 


STUDENT A. M. A. IN SYRACUSE 


To the Editor:—Dean Weiskotten has suggested that I write 
you in regard to the Student American Medical Association 
organization at our medical college, of which I am president. 

The organization of the Student American Medical Asso- 
ciation at the State University of New York at Syracuse, Col- 
lege of Medicine, was a deliberate and unhurried process. One 
of the first steps was to consult the Onondaga County Medical 
Society and to be assured of their active support; another was 
to sound out the student body and determine their reactions 
and suggestions, and a third was to try to honestly decide if 
there was any definite need for such an organization at Syra- 
cuse. Following these investigations, and the decision to go 
ahead with at least the formation of a general student body 
organization, which could at a later date incorporate itself in 
the S. A. M. A., a nominating committee was arranged to 
present candidates to the student body for an election of 
officers. This committee consisted of representatives of three 
fraternities, the sorority and an independent representative and 
the presidents of the four classes. This cross-sectional commit- 
tee nominated several candidates for the offices of president, 
vice president, secretary and treasurer, and elections were held 
with the legal formation of a general student body organization. 

The four elected officers then proceeded to choose, from 
those who had volunteered, a delegate to the convention held 
in Chicago in December 1950. This delegate was to represent 
to the best of his judgment the student body at the constitu- 
tional convention. When the delegate returned and reported 
to a meeting of the entire student body, the proposal was made 
that the student body at Syracuse should accept the constitu- 
tion as ratified at the convention and that our organization 


become a member of the S. A. M. A. This proposal was 
unanimously approved. Three more proposals were then made 
to the assembled student body, all of which were considered 
basic in the organization and all of which were unanimously 
passed. 

The first was that everyone, on entrance to the medical 
school in the freshman year, is automatically a member in the 
S. A. M. A. However, any member may withdraw from the 
organization if he desires. The second was that the treasurer 
of the S. A. M. A. should petition the Faculty-Student Asso- 
ciation Council (whose job it is to administer the student 
activity fund provided by New York ‘State) for the payment 
of the annual dues of one dollar per member from the activities 
fund. The third was that the executive committee—the four . 
officers—meeting with the president and secretary of each of 
the classes except the fourth year class, should act as a nomi- 
nating committee to appoint committees and their chairman 
so that the organization could begin to function. The initial 
committees to be appointed were a program committee, a rules 
committee and a corresponding committee, which could main- 
tain contact with other schools. It was also the purpose of 
this nominating committee to present a slate of four faculty 
members to the student body, two of whom were to be elected 
as faculty advisors to the organization. 

Thus, in what we believe to have been the most democratic 
way possible, the S. A. M. A. has been organized at our medi- 
cal college on a firm foundation and with the wholehearted 
support of the student body, faculty and local county medical 
RIcHARD E. WILSon, 

State University of New York 
Medical Center, 
Syracuse University, Syracuse 10, N. Y. 


JAGZIEKTE 


To the Editor:—In your editorial “Alveolar Cell Tumor of the 
Lung” (J. A. M. A. 144:1567 [Dec. 30] 1950) you write: “The 
word ‘jag’ [in “jagziekte”] is derived from the Dutch ‘jagt,’ 
which means drive, and ‘ziekte,” which means sickness; the 
combination of the two is meant to indicate that the initial 
symptoms become first noticeable when the animals are driven 
for some distance.” This explanation is wrong. The word “jagt” 
is derived from the Dutch verb “jagen,” which means quickly 
go, quickly walk, quickly flow. For example: his breath “jaagt” 
(goes quickly up and down); his blood “jaagt” through his 
veins. 

The combination “jagziekte” (that is in the Boer language, 
but in the Dutch the spelling is “jaagziekte”) means that the 
breath of the animals goes very quickly up and down. The 
animals are always breathless, thus without being driven for 
some distance. 

I now have under my care a woman with adenomatosis 
alveolaris pulmonum (confirmed by needle biopsy) who shows 
the phenomenon of “jaagziekte.” She is always short of breath, 
even when resting in bed. 


G. Houpst, M.D., 
Baronielaan 221, Breda, Netherlands. 


CONTRIBUTION FROM STUDENT 


To the Editor:—It was my pleasure to serve the 1949 Atlantic 
City Convention in general registration under the direction of 
Mr. Alfred Stack, and, if possible, I certainly would like to 
help with the 1951 session, June 11-15. 

I am etiioying the streamlined JouRNAL very much; there 
seem to be more case reports recently; these are of much inter- 
est to the student. The Association is to be congratulated on 
the Education Foundation. Enclosed is a small contribution, 
which will certainly be increased when I become a physician. 


RICHARD J. KESTER, 
1106 Spruce Street, Philadelphia. 
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MEDICAL MOTION PICTURES 


Tele-Clinic: 16 mm., black and white, sound, showing time 42 minutes. 
Produced in 1950 by and procurable from Wyeth Inc., 1600 Arch Street, 
Philadelphia 3. 

This film covers, in newsreel fashion, some of the high- 
lights of the Fourth General Assembly of the World Medical 
Association, held during the fall of 1950 in New York City. 
The following activities are included: the keynote address by 
Dr. Louis H. Bauer, acceptance of the presidency by Dr. Elmer 
L. Henderson, abstracts of scientific papers read by the authors 
(“Advances in Cardiac Surgery” by Dr. Alfred Blalock of Johns 
Hopkins, “Therapeutic Uses of Blood” by Dr. L. K. Diamond 
of Boston, “Stress and Adaptation Syndrome” by Dr. Hans 
Selye of the University of Montreal and “Control of Peptic 
Ulcers” by Dr. Alfred F. R. Andresen of the New York Col- 
lege of Medicine), the meeting of medical editors, a statement 
concerning and the reading of the new International Code of 
Medical Ethics (“The Declaration of Geneva”) and, finally, 
a dinner tendered by the American Medical Association at 
which time representatives of each of the national medical 
societies which have been hosts to the World Medical Asso- 
ciation were presented with a flag and streamer. 

The film is recommended for showing to medical societies, 
both here and abroad, even though the coverage of foreign 
delegates might have been more complete. The photography 
and sound are very good. 


Food That Builds Good Health: 16 mm., black and white, sound, show- 
ing time 11 minutes. Educational Collaborator Clifford J. Barborka, M.D.., 
Northwestern University Medical School. Produced in 1950 by and pro- 
curable on rental from Coronet Films, 65 East South Water Street, 
Chicago 1. 

This is another in a series of health films by this producer 
which develop the idea of the fun of being healthy. In this 
film, the relation between good health and food is demon- 
strated. The subject of the film is an irritable, listless, weak 
boy who eats only the foods he likes. Visual comparisons are 
made between this boy and his stronger, more energetic school- 
mates, a comparison which he obviously also makes for him- 
self. These comparisons and lessons, which he learns at school 
by feeding animals experimentally, motivate him to want to 
eat properly. The basic seven classification is given as a guide 
to “food that builds good health.” 

In general this is a very good film, serving as an introduc- 
tion to the subject of nutrition. It is recommended for inter- 
mediate grades and could also be used above or below this 
level. The photography and sound are good. 


Inguinal Hernioplasty: 16 mm., color, silent, showing time 15 minutes. 
Prepared by Douglas Donath, M.D., Pasadena, Calif. Produced in 1947 
by and procurable from Billy Burke Productions, 7416 Beverly Boulevard, 
Hollywood 36. 

This film demonstrates the author’s technic in the repair 
of an indirect inguinal hernia. The operator attempts to point 
out the structures encountered in exposing the hernial sac, 
but many of them are not too clear and the film is not too well 
captioned. The hernial sac is removed chiefly by blunt dissec- 
tion with high ligation of the sac. The external oblique and 
internal oblique are joined to Cooper’s ligament with cotton 
sutures. The lateral border of the external oblique is imbri- 
cated over the muscle border, the external and internal ring 
being placed at the same level. The technic is good and the 
photography is excellent, but the structures involved in the 
inguinal repair are not too clearly delineated. This film could 
be recommended for showing to third or fourth year medical 
students, interns, residents and surgeons. 


Ultrasound in Medicine.—-The Committee on Medical Motion 
Pictures has deleted the second (last) reel of the film “Ultra- 
sound in Medicine.” This reel dealt with the applications of 
ultrasound therapy in medicine. We will continue to distribute 
the first reel, which deals with the physics of supersonic sound 
waves and various experiments. Service charge $2. 
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Subtotal G : 16 mm., color, silent, showing time 40 minutes 


at sound speed. Produced in 1950 by and procurable on loan or purchase 
from Philip Thorek, M.D., 25 East Washington Street, Chicago 2. 

This film shows in detail a subtotal gastric resection for a 
prepyloric carcinoma of the stomach with closure of the duo- 
denal stump by the Parker-Kerr technic and the reestablish- 
ment of intestinal continuity by means of the retrocolic end 
to side gastrojejunostomy of the Polya type. 

The history of the patient is given; the preoperative roent- 
genograms are shown, and the lesion is well pointed out. In 
the beginning, colored illustrations which are well captioned 
are shown to illustrate the anatomy and the essential steps 
used in a subtotal gastric resection. The type of anesthesia is 
stated; the method of performing a left rectus incision is shown, 
and the reasons for using this incision are given. There is also 
a brief statement on the operability. 

During the course of the procedure, the various steps are 
well shown and the important anatomy is pointed out. The 
duodenum is closed about 1 inch beyond the pylorus, using 
the Parker-Kerr technic. The details of this method are first 
shown in colored illustrations, then described and demon- 
strated. The site of opening in the transverse mesocolon in the 
avascular space of Riolans is beautifully shown. 

The method of performing the gastrojejunostomy is also 
first shown in colored illustrations, the anatomy involved and 
the technic of placing the sutures are described and then the 
procedure is demonstrated. After completion of the gastro- 
jejunostomy, drapes and gloves are changed and new instru- 
ments are used for closure. The specimen is demonstrated and 
the lesion pointed out. A photomicrograph is also shown. A 
postoperative roentgenogram taken three weeks after operation, 
showing a well functioning gastrojejunostomy, is illustrated 
and compared with the preoperative film. A final summary of 
the procedure is given. ‘ 

The photography is excellent; the technic employed is good 
and the film bears excellent captions. Throughout the film, 
the details of important steps are emphasized by means of 
colored illustrations. This is an excellent teaching film and is 
recommended for showing to specialists, general practitioners, 
residents, interns, medical students and nurses. 


NEW MOTION PICTURES 
ADDED TO A. M. A. FILM LIBRARY 

» Rectum, and Anal Canal Views: 16 mm., color, 
sound, showing time 28 minutes. Revision of Proctoscopic Cinematography 
(1941). Prepared in 1950 by J. Peerman Nesselrod, M.D., and Jay M. 
Garner, M.D. Procurable on loan (service charge $2) from Committee on 
Medical Motion Pictures, American Medical Association, 535 North Dear- 
born Street, Chicago 10. 

This film demonstrates proctoscopic views of various rectal 
and colonic disease; diverticulosis, melanosis coli, anal infec- 
tion, lymphogranuloma venereum, tuberculous enterocolitis, 
chronic ulcerative colitis, polyp with fulguration and carcinoma 
of the rectum. There are also views of the normal bowel 
mucosa. 

It is of particular value to internists, especially gastroenter- 
ologists, and to those requiring the use of a proctoscope even 
occasionally, such as surgeons and men in general practice. 
The film is excellent for medical students, as in a relatively 
brief time a number of diseases can be demonstrated, in some 
of which the diagnosis is made directly from the proctoscopic 
findings. It is also of value in postgraduate instruction. The 
color photography is excellent. This film represents an out- 
standing achievement in the field of endoscopic photography, 
and the authors are to be congratulated on this valuable con- 
tribution to medical science. 


edicine. 16 mm., black and white, sound. Produced in 


Journey into M 
1947 for the United States Department of State. Service charge $2. 


A documentary film originally produced for use in foreign 
countries to give a better understanding of medical and public 
health education in the United States. It depicts the thoughts 
and experiences of a medical student as he proceeds through 
medical school, internship and postgraduate courses in pedi- 
atrics and public health. 

For a complete review see THE JouRNAL for Oct. 29, 1949, 
page 622. 


J.A.M.A., April 7, 1951 
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A.M.A. Arch. Dermat. and Syphilology, Chicago 


62:169-288 (Feb.) 1951 


Lymphocytoma Cutis: Report of Two Cases. A. B. Loveman and M. T. 
Fliegelman.—p. 169. 

Benign Solitary Lymphocytoma: Report of Three Cases. C. Mopper and 
J. R. Rogin.—p. 184. 

Hyaluronidase Action in Normal and in Roentgen-Irradiated Rabbit Skin. 
R. O. Noojin and H. B. Praytor.—p. 191. 

Splanchnic Removal of Bacteria from Circulating Blood of Irradiated 
Rabbits. J. L. Callaway and G. P. Kerby.—p. 200. 

Eczema: Psychosomatic Study. E. Wittkower and P. G. Edgell.—p. 207. 

Dermatitis Repens: Report of Two Cases with Bacteriologic Studies. 
C. F. Post and M. E. Hopper.-—p. 220. 

Estrogens by Local Application in Treatment of Acne Vulgaris. I. Shapiro. 

Palmar Pore Patterns: Their Significance in Absorption of Dyes. 
P. Flesch, S. B. Goldstone and F. Urbach.—p. 228. 

Telangiectasia Macularis Eruptiva Perstans: Review of Literature, Report 
of Case and Discussion of Etiology and Pathology of Generalized 
Telangiectasia. M. P. Moursund and V. R. Hirschmann.—p. 232. 

Universal Ichthyosis: Occurrence in Three Siblings Without Family His- 
tory of Major Dermatoses. F. A. Ellis.—p. 252. 

Vitamin Dz in Treatment of Psoriasis. M. F. Allende, F. G. Novy Jr. 
and J. H. Bennett —p. 254. 

Controlled Clinical Evaluation of Thephorin® Ointment in Relief of 
Pruritus. G. D. Baldridge.—p. 260. 

Lupus Erythematosus Following Laceration by Broken Giass. E. T. 
Bernstein.—p. 261. 

Dermatitis from Nail Lacquer Applied to Costume Jewelry. H. J. Park- 
hurst.—p. 264. 


A.M.A. Arch. Indust. Hyg. & Occupat. Med., Chicago 


3:1-120 (Jan.) 1951 

Experimental Studies of Asbestosis. A. J. Vorwald, T. M. Durkan and 
P. C. Pratt.—p. 1. 

Air Pollution in Pittsburgh. S. B. Ely.—p. 44. 

Toxicologic Studies of Compounds Investigated for Use as Inhibitors of 
Biologic Process: IV. Toxicity of 1,3-Dimethyl-4,6-Bis (Chloromethy]) 
Benzene. A. M. Ambrose.—p. 52. 

*Investigation of Occupational Dermatoses in Citrus Fruit Canning 
Industry. D. J. Birmingham, P. C. Campbell Jr., H. N. Doyle and 
J. M. McDonald.—p. 57 

Study of Workers Exposed to Insecticides Chiordan, Aldrin, Dieldrin. 
F. Princi and G. H. Spurbeck. 64. 

Analysis of Existing Types of Small- Plant Health Services in Northeastern 
United States. R. B. O’Connor.—p. 73 

Experimental Beryllium Granulomas of Skin. F. R. Dutra.—p. 81. 

Meteorological Technics in Air Pollution Surveys. M. Eisenbud and 
W. B. Harris.—p. 90. 


Occupational Dermatoses in Citrus Fruit Canning.—The inci- 
dence, causes and prevention of occupational skin diseases 
affecting citrus fruit cannery workers were investigated in 11 
plants in the state of Florida. In studies on about 1,200 
employees, various forms of occupational skin disorders were 
observed, mainly contact dermatitis, onychia, paronychia, burns 
and callosities of the palms, erosio interdigitalis blastomycetica 
and knife blade lacerations. Patch tests were made with grape- 
fruit and orange pulp and juice on volunteers with dermatitis. 
The results indicate that in the majority of cases “citrus derma- 
titis” does not occur on the basis of specific sensitization. The 
workers did not react to the pulp and juices of fresh grape- 
fruit and orange. However, one of 10 reacted to alkali-treated 
grapefruit pulp and one of three to alkali-treated orange pulp. 
These positive reactions may mean that insufficient washing 
of the fruit after the alkali bath permits a residuum of alkali, 
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which irritates the skin of workers who are highly sensitive 
to alkali. Patch tests made with broken peel of grapefruit 
and orange on five volunteers verified that all persons show 
pronounced skin reaction to citrus peel oil, which is a primary 
irritant. Patch tests were made also with the dye used to color 
oranges. Results of these were negative. Operators of juicing 
machines showed little or no dermatitis, because the mechanical 
juicing machines minimize the contact with the citrus juices 
and oils. Recommendations for prevention of occupational 
dermatitis among cannery workers are listed. 


American Journal of Clinical Pathology, Baltimore 


21:1-100 (Jan.) 1951 


Vistas in Pathology. J. B. McNaught.—p. 1. 

Inaugural Message. F. W. Sunderman.—p. 7. 

Male Pseudohermap'roditism. Type Showing Female Habitus, Absence 
of Uterus, and Male Gonads Often Associated with Testicular Tubular 
Adenoma. Report of Case and Review of Literature. M. Wachstein 
and A. Scorza.—p. 10. 

Photometric Determination of Total and Free Cholesterol and Cholesterol 
Ester Ratio of Serum by Moditied Liebermann-Burchard Reaction. 
A. Saifer.—-p. 24. 

Comparison of Rat and Friedman Tests for Pregnancy. R, V. Hoffman 
Jr., R. L. Markey and A. S. Giordano.—p. 33. 

Influence of Vitamin A on Post-Menopausal Cornification of Vaginal 
Epithelium. L. |. Platt.—p. 38. 


American Journal of Orthopsychiatry, New York 


21:1-222 (Jan.) 1951. Partial Index 


Use of Films in Psychotherapy. M. Prados.—p. 36. 
=—— Health Films in Community Education. E. L, Middlewood. 


—p. 4 
Family Structure and Psychic Development. J. Henry and S. Warson. 
—p. 59. 

Appraising Contribution of Menta! Hygiene Clinic to Its Community: 
1. Psychiatric Treatment, Training and Research. G. E. Gardner. 
—p. 74. 

Id.: Il, Promotion of Mental Health. J. V. Coleman.—p. 83. 

Indications for Mental Health Planning for Children in Israel. H. Alt. 
—p. 105. 

Michigan Picture Test: Diagnostic and Therapeutic Possibilities of New 
Projective Test in Child Guidance. S. W. Hartwell, M. L. Hutt, 
G. Andrew ard R. E. Walton.—p. 124. 

Contribution of Psychiatry to Child Health Services. M. J. E. Senn. 


—p. 138. 
Mental Evaluation of Children with Expressive Handicaps. BE. A. Doll. 
—p. 148, 


American Journal of Psychiatry, New York 


107:401-480 (Dec.) 1950. Partial Index 
Familial Idiocy Due to Neuronal Lipidosis (So-Called Late Amaurotic 
Idiocy). G. A. Jervis.—p. 409. 
*Comparative Results in Seizure Control Using Phenobarbital, Dilantin, 
and Mesantoin. D. B. Ruskin.—p. 415. 
Group Therapy for Epileptics. G. C, Randall and W. C. Rogers. 
—p. 422. 


Role of Hypnosis in Differentiation of Epileptic trom Convulsive-like 
Seizures. D. B. Peterson, J. W. Sumner Jr. and G. A. Jones.—p. 428. 

Constitutional! Factors in Prognosis of Schizophrenia. N. §. Kline and 
A. M. Tenney.—p. 434. 

Measures of Mental Health from Humm-Wadsworth Temperament 
Scale. D. G. Humm and K. A. Humm.—p. 442. 

Medical and Surgical Services in Neuropsychiatric Hospital A. O. 
Hecker.—p. 450. 

Transition of Obsessions into Delusions: Evaluation of Obsessional 
Phenomena from Prognostic Standpoint. A. Gordon.—p, 455. 

Problems of Social Adjustment Following Lobotomy. C. K. Aldrich. 


p. 459. 
Method of Evaluating Therapeutic Agent: Results in Study of 
Dibenamine. A. J. Stunkard.—p. 463, 


Control of Seizures with Various Drugs.—In order to ascertain 
the comparative anticonvulsant effects of various drugs in pre- 
viously untreated patients with epilepsy, Ruskin reviewed all 
medication and seizure records at the Caro State Hospital in 
Michigan. This hospital has maintained a uniform record sys- 
tem since 1938. It was found that phenobarbital sodium is still 
the most effective anticonvulsant in the treatment of grand mal 
epilepsy. If incompletely effective, it can be supplemented 
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with either diphenylhydantoin (dilantin®) sodium or mesantoin® 
(3-methyl-5,5 phenylethyl hydantoin). Such supplemented medi- 
cation doubles the number of patients that respond to pheno- 
barbital. Mesantoin is twice as effective as diphenylhydantoin 
as an anticonvulsant but is twice as toxic. Toxic effects from 
phenobarbital can be completely avoided if a reasonable dosage 
is maintained. Diphenylhydantoin and mesantoin® both have 
a useful function in the control of convulsions but only as a 
supplement and occasionally as a substitute in the unusual case 
not responsive to phenobarbital medication. The author con- 
cludes that there has not been any drug for grand mal epilepsy 
that can be considered more than a supplement and occasion- 
ally a substitute for phenobarbital, which has remained the 
drug of choice since its advent in 1912. 


Constitutional Factors in Schizophrenia.—The majority of psy- 
chiatrists today believe that there exists an organic disturbance 
in schizophrenic patients. In their own approach to this prob- 
lem Kline and Tenney did extensive testing and obtained 
information on several thousand patients. They tried various 
“keys” and feel that the somatotype as conceived by Sheldon 
may provide the crude beginnings of a systematizing principle. 
The purpose of the study presented here was to determine 
whether a significant correlation exists between the prognosis 
of schizophrenics and the somatotypes of these patients. Somat- 
otype photographs were obtained in accordance with Sheldon’s 
criteria. Sheldon differentiates three somatotypes: mesomorphs, 
endomorphs and ectomorphs. On the basis of studies here pre- 
sented it appears that a relation does exist between the sub- 
types of schizophrenia and somatotype, as well as between 
prognosis and somatotype. The introduction of somatotyping 
as an “organizing principle” may possibly make order out 
of what is now chaos. There was found to be a significantly 
positive correlation between mesomorphy and good prognosis 
and a suggestively poor correlation between good prognosis and 
high endomorphy. This correlation between prognosis and 
somatotype proved to be independent of correlations between 
somatotype and diagnosis. In other words, relation between 
prognosis and somatotype is more basic than relation be- 
tween prognosis and diagnostic subcategory. Significant corre- 
lations found to exist between somatotype and diagnosis were 
that mesomorphs tended to be paranoid and not hebephrenic, 
whereas ectomorphs tended to be hebephrenic and not para- 
noid. 


American Journal of Surgery, New York 


80:843-970 (Dec.) 1950 


Surgical Treatment of Cardiospasm. M. G. Buckles.—p. 846. 

Hemangioma of Colon. W. W. Babcock and K. C. Jonas.—p. 854. 

Submucous Lipoma of Large Bowel: Case Report with Review of 
Literature. H. N. Cavanaugh.—p. 860. 

Carcinoma of Co'on: Selection Py Operative Procedure. L. Breidenbach 
and L. R. Slattery.—p. 865. 

Method for Relieving Irreducible Intussusception. K. C. Sawyer.—p. 871. 

Isolated Jejunal Involvement in Regional Enteritis. J. B. Gregg and 
J. R. Weisser.—p. 873. 

*Gelfoam® and Thrombin in Treatment of Massive Gastroduodenal 
Hemorrhage: Preliminary Report. M. O. Cantor, C. S. Kennedy and 
R. P. Reynolds.—-p. 883. 

Spina Bifida Occulta: Surgical Approach. J. J. O’Connor Jr. and 
C. F. Orofino.—p. 888. 

Simultaneous Femoral Head Fracture and Traumatic Hip Dislocation. 
J. B. Davis.—p. 893. 

Cystosarcomatoid Phyllodes. C. E. Horton and J. M. Baker.—p. 896. 

Fractures of Both Bones of Forearm. H. A. Thompson and A. T. 
Hamilton.—p. 899. 

Paravesical Extraperitoneal Cesarean Section Technic. J. F. Norton 

E. Mongone.—p. 902. 

Arthrodesis of Hip. D. C. McKeever.—p. 906. 

Inner Table of Anterior Ilium, Convenient 
Grafting. F. R. Thompson.—p. 907. 


Gelfoam® and Thrombin in Treatment of Massive Gastro- 
duodenal Hemorrhage.—Absorbable gelatin sponge (gelfoam®) 
in powder form and thrombin were used in the treatment of 
28 patients who had massive gastrointestinal hemorrhages. 
No patient was given this treatment unless the red blood cell 
count was under 3,000,000; in most of the patients counts 
under 2,500,000 were found. Immediately after admission, the 
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history was taken and a complete blood cell count made to 
rule out blood dyscrasias. Blood pressure and pulse readings 
were done every two hours. Patients in shock and those with 
red blood cell counts below 2,000,000 were given 1,000 cc. 
of blood at once; patients with counts over 2,500,000 were 
given 500 cc. of whole blood. As much as 10,000 cc. of blood 
may be given. In addition to the usual therapy of adequate 
blood replacement, Meulengracht’s diet, antacid therapy, seda- 
tion and bed rest, the new and additional therapy in the cases 
reviewed here was the use of absorbable gelatin sponge and 
thrombin. Two tablespoonfuls of absorbable gelatin sponge 
were mixed with 60 cc. of milk and cream and this mixture 
was given to the patient orally every two hours. Immediately 
after this he was given 50 cc. of a solution containing 250 
units of thrombin. Aluminum hydroxide gel (amphojel®) was 
given after the thrombin solution in a dose of 1 tablespoonful 
every three hours. It has a mild astringent action and neutral- 
izes the acidity. If a diagnosis of bleeding from esophageal 
varices is made, absorbable gelatin sponge powder is given 
in dry form and is followed by the thrombin solution. The 
powder coats the esophagus in its downward passage. The 
results in one case were excellent. There were no deaths in the 
27 patients with massive gastroduodenal hemorrhage who were 
treated with powdered absorbable gelatin sponge and thrombin. 
Four cases are discussed in detail. Since this article was sub- 
mitted for publication, 46 additional patients with massive 
gastroduodenal hemorrhage have been treated with powdered 
absorbable gelatin sponge and thrombin. There was no death 
in the total of 73 patients. 


Annals of Internal Medicine, Lancaster, Pa. 


33:1341-1552 (Dec.) 1950 

The Internist’s Number One Problem—Chronic Disease in Aging 
Population. H. A. Rusk.—p. 1341. 

Intractable Heart Failure. S. Proger and J. J. O’Connor.—p. 1349. 

Study of Ray ees of Heart Valves and of Heart pasa: H. L. 
Smith, H. E. Essex and E. J. Baldes.—p. 1357. 

*Digitalis Pnetbey J. T. King.—p. 1360. 

Spontaneous Pneumothorax—Contrast of Benign Idiopathic and Tuber- 
culous Types. B. Hyde and L. Hyde.—p. 1373. 

*Studies on Sequelae of Acute Infectious Hepatitis. J. Post, S. Gellis and 
H. J, Lindenauer.—p. 1378. 

Rocky Mountain Spotted Fever on Long Island. J. K. Miller.—p. 1398. 


Treatment of Amebiasis, with Preliminary Report on Use of Aureomycin. 
C. F, Gutch.—p. 1407. 


*Radical Cure of Relapsing Vivax Malaria with Pentaquine-Quinine: 
Controlled Study. B. Straus and J, Gennis.—p. 1413. 

Clinical Disorders of Neurohypophysis. T. Findlay.—p. 1423. 

Congenital Diffuse Lipomatosis. J. F. Cannon.—p. 1431. 

Pernicious Anemia in the American Negro. M. H. Hicks and B. S. 
Leavell.—p. 1438. 


Diatrin, New Antihistaminic with Minimal Side Reactions. S. Marton. 
1444 


—p. 
Possible Application of Isotopes to Management of Cancer. S. T. 
Cantril.—p. 1450. 


*Fatal Case of Aplastic Anemia Following Chloramphenicol (Chloro- 
piage om. M. L. Rich, R. J. Ritterhoff and R. J. Hoffmann. 
—p. 145 


Digitalis Delirium.—King reports on five men between the 
ages of 55 and 73 and one woman aged 33 in whom delirium 
occurred in association with digitalis therapy. In each case the 
disturbance cleared entirely on withdrawal of the drug or 
reduction in its dosage. Deficiency in cerebral circulation may 
play a predisposing part, but one should not place too much 
emphasis on arteriosclerosis or age. Three of the author’s 
patients had aortic valve lesions, probably on a rheumatic 
basis. The delirium seems to be due to drug intoxication rather 
than to changes in circulation or absorption of edema products, 
in these cases. Preparations responsible for symptoms included 
powdered leaf of digitalis, lanatoside C and digitoxin. 


Sequelae of Acute Infectious Hepatitis—To determine the 
sequelae of acute infectious hepatitis 112 male and 2 female 
patients were followed by Post and associates for an average 
of 22 mouths after the onsct of hepatitis. Gasiroiniesiinal symp- 
toms were the commonest physical complaints. When these 
persisted for nine to 70 months after the acute illness, they were 
usually associated with chronic liver disease. Jaundice, palpable 
liver and spider angiomas were the commonest associated physi- 
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cal signs. Elevated icterus index and/or bilirubin and positive 
cephalin flocculation reaction were the most commonly ob- 
served abnormal results of laboratory tests. Of the 114 patients, 
44 showed evidence of sequelae; 29 had one to three recur- 
rences of jaundice; nine had chronic jaundice, and six had 
prolonged convalescences. Nine of the patients with recurrences 
had a second recurrence nine to 56 months after the initial 
illness, and three patients had a third recurrence 29 to 40 
months after the acute illness, even though histological tests 
of liver had been normal for Jong periods. On the other hand, 
cirrhosis of the liver developed in four patients, in one 14 
months after the initial illness. Repeated observation and test- 
ing seem esential to the adequate evaluation of cases in which 
there has been acute infectious hepatitis. 


Radical Cure of Relapsing Vivax Malaria.—Of 99 patients with 
relapsing vivax malaria 49 were treated with chloroquine phos- 
phate and 50 were treated with pentaquine phosphate. Penta- 
quine was employed in a daily dose of 30 mg. of pentaquine 
base, 10 mg. being given every eight hours concurrently with 
0.6 Gm. of quinine sulfate. This regimen was maintained for 
14 days. Chloroquine phosphate was given in an initial dose 
of 0.6 Gm. chloroquine base followed in six hours by 0.3 Gm. 
and on the second and third days by 0.3 Gm., for a total of 
1.5 Gm. of base. The average duration of the disease prior to 
therapy in the two series was 23 months and 24.5 months re- 
spectively. The average number of relapses prior to treatment 
was 4.8 in the pentaquine series and 5.5 in the chloroquine 
series. Only one of the 50 patients in the pentaquine group had 
a relapse during the follow-up period (115 days after comple- 
tion of therapy), a relapse rate of 2 per cent. There were 22 
relapses in 17 of the 49 patients treated with chloroquine, a 
relapse rate of 34.6 per cent. The average interval before 
relapse was 128 days; the shortest in all patients was 44 days, 
and the longest, 395 days. Toxic manifestations from both 
drugs were insignificant at the dosage level employed. Eradi- 
cation of relapsing Plasmodium vivax malaria was achieved in 
98 per cent of the patients treated with one half of the pre- 
viously recommended dosage of pentaquine. Pentaquine thus 
has proved to be a highly effective curative agent. 


Chloramphenicol Responsible for Fatal Aplastic Anemia.— 
Rich and co-workers report on a man aged 63 who had been 
treated for persistent pyuria with chloramphenicol (chloro- 
mycetin®) for about three months. (The authors do not specify 
the exact dose). During this period the patient had no other 
medication, except occasionally creamalin® (aluminum hydrox- 
ide gel). A generalized purpuric rash developed; there were sev- 
eral ecchymotic areas on his legs and hands, and petechiae were 
noted in his conjunctivas. The erythrocyte count on admission to 
the hospital was 4,100,000 with 11.5 Gm. hemoglobin. The leu- 
kocyte count was 5,250 with 21 per cent neutrophils and 79 per 
cent lymphocytes. The platelets were greatly diminished. Exami- 
nation of the sternal marrow showed that it was acellular. Almost 
no myeloid elements were seen, and there were no megakaryo- 
cytes. Temperature rose to 103 F.; the patient had gross 
melena; new showers of petechiae appeared daily; the red blood 
cell count fell despite daily transfusions of 500 cc. of blood, 
and death occurred 11 days after admission to the hospital. 
Diagnosis based on necropsy was aplasia of the bone marrow, 
moderate hyperplastic lymphadenitis, slight hemosiderosis of 
the spleen and bone marrow, visceral evidences of shock, 
anoxia and sepsis, infarction of the prostate, mild chronic pyelo- 
nephritis, chronic and focal granulomatous prostatitis, adeno- 
carcinoma of the stomach, foci of pulmonary anthracosilicosis, 
healed rheumatic endocarditis and generalized arteriosclerosis. 
The role of different physiological mechanisms in producing 
the resulting pathological picture is discussed. It is felt that 
chloramphenicol was probably responsible for the marrow 
aplasia since it contains a nitrobenzene radical and is there- 
fore potentially dangerous to the hematopoietic system. The 
occurrence of such a reaction makes advisable repeated blood 
cell counts when chloramphenicol is administered for long 
periods. 


J.A.M.A., April 7, 1951 
Philadelphia 
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Late Results of Partial eg B. B. Milstein.—p. 

Papillary Neoplasms of Breast: I. Benign Intraductal jaticion Cc. D. 
Haagensen, A. P. Stout and J. S. Phillips.—p. 18. 

*Use of Nor-Epinephrine (L-Arterenol) as Pressor ~— with Special 
Reference to Thoraco-Lumbar Sympathectomy. R. A. Deterling Jr. 
and V. ee . 37. 

*Prophylaxis of Tetanus with Penicillin-Procaine. W. I. Taylor and 
M. Novak.—p. 44. 

Solitary (Localized) Mesothelioma of Pleura. A. P. Stout and G. M. 
Himadi.—p. 50. 

*Tracheotomy After Thyroidectomy, F. H. Lahey and W. B. Hoover. 

65. 


Osteoid Osteoma: Clinicopathologic Study we 20 Cases. M. B. Dockerty, 
R. K. Ghormley and A. E. Jackson. 

Lingual Thyroid: Use of Radioactive lodine . Diagnosis. J. R. Timmons 
and J. M. Timmons.—p. 90. 

Repair of Large Radiation Ulcers Situated over Heart and Brain. J. M. 
Converse, R. M. Campbell and W. L. Watson.—p. 95. 
Late Radiation Reaction in Small Intestine Manifest Eight Years After 
Therapy: Report of Case. R. C. Frank and E. A. Pohle.—p. 104. 
Left Auricular Appendage Thrombosis with Aortic and Multiple Arterial 
Emboli: Case Report. J. N. Proffitt, J. A. Yarborough, S. H. Auerbach 
and R. S. McCleery.—p. 109. 

Coccidioidomycosis and Tuberculosis in Same Bones: Case Report C. G. 
Fraser, S. E. Monroe and J. E. O’Hare.—p. 116. 

“a Omphalocele and Jejunal Atresia. P. F. Fox and J. E. Brennan. 


—* Immediate Thoracotomy and Repair. J. G. Scannell. 
—p. 127. 

Spontaneous Rupture of Bilateral Popliteal Aneurysms. J. V. McHugh. 
—p. 131. 

Method of Skeletal Traction Applied —— Sternum in “Steering 
Wheel” Injury of Chest. W. W. Heroy and F. C. Eggleston.—p. 135. 

Amebic Appendicitis, Peritonitis and Wound Infection. W. P. Kleitsch 
and P. Kisner.—p. 139. 


Nor-Epinephrine in Thoracolumbar Sympathectomy.— During 
and after thoracolumbar sympathectomy the patient’s mean 
arterial pressure should be kept above 80 mm. of mercury for 
adequate renal, coronary and cerebral blood flow to be main- 
tained. This is best accomplished by the use of pressor drugs 
combined with blood transfusion. A satisfactory pressor drug 
has the following qualities: rapid action, low toxicity and 
ability to raise systolic and diastolic pressures without increas- 
ing cardiac output or causing coronary constriction. Nor- 


epinephrine, which, in contrast to epinephrine, does not produce 


tachycardia or increase in cardiac output, meets all these re- 
quirements, according to the authors. They administered it 
during and after 36 first or second stage sympathectomies in 
continuous intravenous infusion at the rate of 0.1 to 0.3 micro- 
grams per kilogram of body weight per minute. Blood pressure 
was well controlled in all instances. One patient had sudden 
cardiac arrest during operation, but this was not attributed 
to the drug. Cyclopropane anesthesia was avoided because in 
conjunction with nor-epinephrine it might produce cardiac 
arrhythmia. Phenylephrine (neo-synephrine®) hydrochloride, 
ephedrine and methamphetamine (drinalfa®) hydrochloride also 
proved to be satisfactory pressor agents, but nor-epinephrine 
and phenylephrine hydrochloride were considered to be superior. 


Tetanus Prophylaxis with Penicillin—To prevent the develop- 
ment of tetanus in contaminated wounds the authors suggest 
the local use of penicillin rather than antitoxin, which only 
neutralizes toxin after it forms without eliminating the source. 
To demonstrate the effectiveness of this procedure they inocu- 
lated viable spores of Clostridium tetani into devitalized tissues 
of several groups of mice and followed this with slowly 
absorbed penicillin injected locally in one group and systemi- 
cally in another. For comparison other groups received tetanus 
antitoxin locally and systemically, alone and in combination 
with penicillin. A control group received no prophylaxis. The 
mortality in the control group was 100 per cent. The mor- 
tality in the mice receiving penicillin locally within six hours 
after infection in doses equivalent to 600,000 to 1,200,000 units 
in man was only 5 to 10 per cent. When penicillin was injected 
systemically rather than into the infected area, or was adminis- 
tered 24 hours after infection, it did not protect the animals 
from death. Antitoxin alone injected locally or systemically 
at any time within 24 hours after infection in amounts equiva- 
lent to 1,600 to 100,000 units in man provided no protection. 
A combination of penicillin and antitoxin produced the same 
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results as penicillin alone, except that when injected 24 hours 
after infection the combination reduced the mortality 35 to 58 
per cent, whereas either agent alone gave no protection. It is 
assumed that penicillin prophylaxis will be equally effective 
in man. 


Tracheotomy After Thyroidectomy.—Foliowing thyroidectomy 
tracheal obstruction may occur from: (1) edema of the larynx, 
(2) postoperative hemorrhage beneath the muscle flaps, (3) 
narrowing of the trachea due to intrathoracic goiter, which 
prevents adequate respiratory exchange postoperatively, and 
(4) edema of tissues surrounding the trachea resulting from 
postoperative roentgen irradiation in patients with cancer of 
the thyroid. Any of these complications may require trache- 
otomy. Since delay may be fatal and elective tracheotomy is 
preferable to emergency tracheotomy, this procedure should 
be done prophylactically at the time of thyroidectomy in 
patients having fairly advanced carcinoma of the thyroid in- 
volving both lobes, or in patients in whom a compressed 
trachea due to intrathoracic goiter is likely to produce an 
inadequate airway postoperatively. In other cases tracheotomy 
should be done postoperatively as soon as it becomes evident 
that there is respiratory obstruction not responding rather 
promptly to conservative treatment such as elevation of the 
patient’s head, aspiration of secretions and administration of 
steam, expectorants and oxygen. Tracheotomy should be done 
immediately if postoperative hemorrhage occurs and removal 
of the clots through the separated incision does not promptly 
relieve the compression of the trachea. The authors discuss 
methods of performing the tracheotomy and the indications 
for safe removal of the tube. 


Annals of Western Medicine and Surgery, Los Angeles 


4:781-858 (Dec.) 1950. Partial Index 
Dihydrogenated Ergot Alkaloids in Treatment of Essential Hyper- 
tension. F. R. Nuzum.—p. 781. 
*Therapy of Hypertension: Use of Veratrum Viride Alone and 
Dihydrogenated Alkaloids of Ergot. I. L. Sianee 
—p. 
*Effect of Dihydrogenated Ergot Alkaloids gata | on Electro- 
cardiogram. M. C, Thorner, C, T. Stolpestad and G. C. Griffith. 


Cervical Disc Syndrome. Case Report. 


Medical of Gali-Bladder Therapy. G. K. Wharton and J. B. 
Aiken.—p. 816. 


Veratrum Viride and Alkaloids of Ergot in 


Hypertension.— 
The veratrum viride preparation used by Josephs was given 


in tablet form, each tablet containing 5 or 10 craw units. The 
ergot preparation employed, CCK-179, contains three alkaloids 
of dihydrogenated ergotoxine: dihydroergocornine, dihydro- 
ergokryptine and dihydroergocristine. Twenty-five patients were 
chosen for veratrum therapy. Many of them had had therapy 
with the above-mentioned ergot preparation. Although most ob- 
servers regard a drop in blood pressure of 20 mm. systolic and 
10 mm. diastolic as a therapeutic effect, Josephs feels that while 
this decline would be ideal for the patient with mild hyperten- 
sion, it would help little in moderately to severely elevated sys- 
tolic and diastolic levels. Of the 25 patients tested, 25 showed 
such a fall in blood pressure on 20 craw units of veratrum 
viride, above which dosage toxic symptoms occurred. Four 
patients continued to receive veratrum alone, and 10 had 
veratrum and CCK-179; the remainder returned to the original 
CCK-179 therapy, as a sufficient therapeutic response could not 
be obtained with veratrum without toxic reactions. Summariz- 
ing his observations, the author says that veratrum viride is 
effective, but caution is necessary because of the narrow margin 
between therapeutic and toxic doses. The dihydrogenated al- 
kaloids of ergot (CCK-179) are practically nontoxic in thera- 
peutic doses, but the development of temporary tolerance 
(“blocking mechanism”) is frequent in long term treatment. 
Veratrum viride and dihydrogenated alkaloids of ergot act syn- 
ergistically. The author feels that further clinical investigation 
of these drugs, alone or in combination, is indicated 
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Effect of Dihydrogenated Ergot Alkaloids on the Electrocardi- 
ogram.—A study was made of the effect of the dihydrogenated 
ergot alkaloids, CCK-179, on the electrocardiograms of five 
patients with normal blood pressure and five patients with 
hypertension. While recumbent, the patients were given from 
0.3 mg. to 0.5 mg. of CCK-179 intravenously. One patient with 
hypertension was given 0.6 mg. of CCK-179 into the femoral 
artery. The blood pressure was recorded prior to injection 
and at 5, 15, 30, 45 and 60 minute intervals after administra- 
tion of the drug. Electrocardiograms were taken at the same 
time intervals. The three standard leads, six precordial Wilson 
leads and three unipolar extremity leads were taken. It was 
found that CCK-179 has no effect on the blood pressure and 
electrocardiogram of nonhypertensive patients. A_ significant 
drop in blood pressure, with production of orthostatic hypo- 
tension, developed in two of five patients with hypertension, 
with no change in the electrocardiogram in any of these five 
patients. The authors feel that CCK-179 can be given safely 
either orally or parenterally. 


Blood, New York 


6:1-100 (Jan.) 1951 
Studies on Effect of Splenectomy on Total Leukocyte Count in Albino 
Rat. J. G. Palmer, I. Kemp, G. E. Cartwright and M. M. Wintrobe. 
—p. 3. 
7 in Bone Marrow. U. Jonsson and R. W. Rundles. 
—p. 16. 


Hematologic Effects of Regional Nitrogen Mustard Therapy. J. C. 
Bateman, C. T. Klopp and J. K. Cromer.—p. 26. 

Blood Cell Formation in Certain Teleost Fishes. W. T. Catton.—p. 39. 

Variation and Error in Eosinophil Counts of Blood and Bone Marrow. 
W. R. Best and M. Samter.—p. 61. 

Normal Megakaryocyte Concentration in Aspirated Human Bone 
Marrow, F. G. Ebaugh Jr. and R. M. Bird.—p. 75. 

Method for Quantitative Estimation of Mast Cells in Bone Marrow of 
Ra, I. Mota.—p. 81. 


California Medicine, San Francisco 


74:1-80 (Jan.) 1951 
Practical Aspects of Low Sodium Diet. 
San Francisco Heart Association.—p 


Conservative Management of Third rates Bleeding. E. W. Overstreet 
and H. F. Traut.—p. 8. 

Pulmonary Segmental Resection for Solitary Lesions of Doubtful Char- 
acter. B. H. Ramsay.—p. 14. 

Undecylenic Acid in Treatment of Psoriasis and Neurodermatitis. L. M. 
Nelson.—p. 17. 


Diverting Medically Useful Life Hobby: Imitation, Self-Exploration and 
Self-Experimentation in Practice of Med C. M. Cooper.—p. 18. 

Roentgen Diagnosis of Intra-Abdominal Hernia. A. J. Williams and 
F. L. Hewes.—p. 

Problem of Prognosis im Pancreatitis, J. M. Meherin and J. K. Barieri. 

. 29. 

Prk Lymphomatosa ey s Disease), P. M. Walstad, C. Y. 

Gates and E. Carlson.—p. 


*Amebiasis Masquerading as A S. J. Stempien, D. M. Marcus 
and R. W. Kelso Jr.—p. 36. 
Cataract Extraction with Erisophake. H. B. Alexander.—p. 38. 


Amebiasis Masquerading as Appendicitis——At a Veterans Ad- 
ministration Hospital, Stempien and his associates were im- 
pressed with the frequency of amebiasis masquerading as 
appendicitis. The similarity was so striking in some cases that 
differentiation was frequently impossible on the basis of the 
clinical evidence alone but was dependent on past history, 
laboratory study, the course of illness and response to specific 
therapy. The authors present clinical observations on 15 
patients in whom amebiasis closely simulated appendicitis. 
All the patients were referred by physicians with a diagnosis 
of acute appendicitis. Most cases had a history of previous 
similar episodes. The, onset of illness was usually sudden, with 
nausea, occasional vomiting, frequently epigastric pain and, in 
all cases, right lower quadrant pain. In some cases loose stools 
were passed, and occasionally constipation was present. There 
was a history of previous diarrhea or amebiasis in some cases. 
On examination, tenderness and rebound tenderness was often 
localized to the right lower quadrant, although in others it 
was more generalized. Muscle spasm was minimal or absent. 
The temperature ranged from normal to 100 F. The leukocyte 
count ranged from normal in some cases to as high as 18,000 
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—p. 795. 

ACTH and Cortisone in Ocular Inflammation, Parenteral and Local 

Use. S. Rome, R. Koff, R. Kasper and others.—p. 799. 

Carcinoma of Colon. W. E. Sharpe and R. M. Gonzalez.—p. 805. 

Headaches Following Spinal Anesthesia for Vaginal Deliveries: Study 

of 582 Cases. F. E. Guinney.—p. 810. 

Treatment of Acute Symptoms of [ee a 
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per cubic millimeter. Results of sigmoidoscopy and roentgen 
examination with barium enema were negative in all cases. 
Diagnosis was made in each case by the finding of Endamoeba 
histolytica in the stools and was corroborated by favorable 
response to specific antiamebic therapy. The authors feel that 
amebiasis should be considered in the differential diagnosis 
of appendicitis. 


Cancer Research, Chicago 
11:1-72 (Jan.) 1951 


Cytochemical Studies of Mammalian Tissues: Isolation of Cell Com- 
ponents by Differential Centrifugation: Review. W. C. Schneider and 
G. H. Hogeboom.—p. 1. 

Changes in Cell Morphology and Histochemistry of Testis Following 
Irradiation and Their Relation to Other Induced Testicular Changes: 
I. Quantitative Random Sampling of Germinal Cells at Intervals Fol- 
lowing Direct Irradiation. L. C. Fogg and R. F. Cowing.—p. 23. 

Development of Lymphatic and Myelogenous Leukemia in Wistar Rats 
Following Gastric Instillation of Methylcholanthrene. H. Shay, M. 
Gruenstein, H. E. Marx and L. Glazer.—p. 29. 

Combinations of Chemical Compounds in Experimental Cancer Therapy. 
D. M. Shapiro and A, Gellhorn.—p. 35. 

Test of Correlation Between Pink-Eye Gene and Susceptibility to Induced 
Fibrosarcoma in Mice. L. C. Strong.—p. 42. 

Carbamates in Chemotherapy of Leukemia: VIII. Over-All Tracer 
Studies on Carbonyl-Labeled Urethan, Methylene-Labeled Urethan, and 
Methylene-Labeled Ethyl Alcohol. H. E. Skipper, L. L. Bennett Jr., 
C. E. Bryan and others.—p. 46. 

Effect of Estrogen on Serum Glucouronidase Activity of Patients with 
Breast Cancer. S. L. Cohen and R. A. Huseby.—p. 52. 

Summation and Inhibition Effects of Weak and Strong Carcinogenic 
Hydrocarbons: 1:2-Benzanthracene, Chrysene, 1:2: 5:6-Dibenzanthra- 
cene, and 20-Methylcholanthrene. P. E. Steiner and H. L. Falk.—p. 56. 

Cheek Pouch of Hamster as Site for Transplantation of Methylcholan- 
threne-Induced Sarcoma. B. R. Lutz, G. P. Fulton, D. I. Patt and 
others.—p. 64. 

Amino Acid Content of Certain Normal and Neoplastic Tissues. H. E. 
Sauberlich and C. A. Baumann.—p. 67. 


Illinois Medical Journal, Chicago 
99:1-52 (Jan.) 1951 
Acute eee and Its Management. H. Von Leden. 


Radiviodine (I%4) in Diagnosis and Treatment of Diseases of Thyroid. 
F. Schaffner, M. T. Friedell and I, F. Hummon.—p. 15. 

Function of Radiologist. S. N. Tager.—p. 22. 

Halfway Through. R. W. McNealy.—p. 25. 

Is Rheumatic Fever a Preventable Disease? H. McCulloch.—p. 28. 

Benign Tumefactions of Breast (Benign Changes Simulating Tumor). 
P. T. Dolan.—p. 30. 

Bacterial Aortitis at Site ot Coarctation of Aorta, Completely Occlud- 
ing It. L. Feldman and I. Mack.—p. 36. 

Incarcerated Traumatic a Hernia. L. H. Rubenstein and 
A. H. Schwartz.—p. 


Iowa State Medical Society Journal, Des Moines 


(Jan.) 1951 


Red Lights in Obstetrics. S. A. Cosgrove.—p. 1. 
Post Episiotomy Fistula ‘Ano. J. F. Bishop.—p. 6 
and Therapeutic Considerations in Cervicobrachial Pain. 
G. Perret.—p. 7. 
*Skin Sensitivity to Histoplasmin in Iowa. R. S. Derifield and R. L. Cole. 
—p. 16. 


Skin Sensitivity to Hist in.—Evidence in the recent litera- 
ture suggests that a 8 form of histoplasmosis exists and 
probably produces some of the pulmonary calcifications previ- 
ously attributed to tuberculosis. A total of 502 patients from 
the medical wards of the Veterans Administration Hospital, 
Des Moines, Iowa, were given histoplasmin and tuberculin 
tests. One tenth of a cubic centimeter of solutions of histoplas- 
min and of purified protein derivative were given intradermally. 
A high incidence of sensitivity to histoplasmin was revealed by 
positive skin reactions in the patients tested. The patient’s home 
was considered to be where he had lived for one year prior to 
hospitalization. In the southern half of lowa 68 per cent of the 
patients were observed to be sensitive to histoplasmin, whereas 
in the northern half 38 per cent had positive reactions. A posi- 
tive reaction to tuberculin was present in 43 per cent in south- 
ern Iowa and 48 per cent in northern lowa. There was an 
increased incidence of sensitivity to histoplasmin with age, 
sensitivity being highest during the fifth, sixth and seventh 
decades. The etiology of human infection with Histoplasma 
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capsulatum remains obscure. Human cases have been so 
sporadic that it is improbable that the disease spreads from 
person to person. Animals may serve as the natural reservoir 
of the disease from which man is infected. 


Journal of Aviation Medicine, St. Paul 


21:445-538 (Dec.) 1950 


Diagnosis of Coronary Artery Disease. G. H. Marquardt, G. M. Cummins 
and C. I. Fisher.—p. 448. 

Response of Coronary Circulation to Exercise, to Certain Drugs and 
to Anoxic Stresses. H. E. Essex.—p. 456. 

Vasomotor Disorders in Aviation Medicine. S. Rodbard.—p. 462. 

Electrocardiographic Response in Exercise Tolerance Tests. J. E. Smith. 
—p. 470. 

Possible Relation of Syncope to Spay Heart Disease, J. H. Tillisch, 
H. B. Burchell and E. A. . 477. 

Possibility of Biological Effects a Commie — in High Altitudes, Strato- 
sphere and Space. A. T. Krebs.— 

Physical Process of Explosive et ane F. Haber.—p. 495. 

Positive Acceleration and Urine Output. F. R. Stauffer and E. O. Errebo- 
Knudsen.—p. 500. 

Automatic Control of Low Pressure Chambers. C. V. Pestel.—p. 507. 

Study of Hemorrhagic Rib ee Produced in Rats by Air Blast. 
A. Frisoli and B. Cassen.—p. 510. 


Journal of Clinical Endocrinology, Springfield, Ill. 
10:1523-1674 (Dec.) 1950 


*Oral Steroid Medication in Rheumatoid Arthritis, H. Freeman, G. Pincus, 
S. Bachrach and others.—p. 1523. 

Gametogenic Failure with High Urinary Gonadotropin (FSH). E. P. 
McCullagh, W. T. Sirridge and H. W. McIntosh.—p. 1533. 

*Evaluation of Estrogen, Androgen, Estrogen-Androgen Combination, and 
Placebo in Treatment of Menopause. R. B. Greenblatt, W. E. Barfield, 
J. F. Garner and others.—p. 1547. 

Studies of Urinary Corticosteroid by Method Permitting Analysis of 
Steroids Poorly Soluble in Water: I. Normal Adrenal Function. C. W. 
Lloyd and J. Lobotsky.—p. 1559. 

Excretion of 17-Ketosteroids, 11-Oxycorticosteroids and ‘‘11-Desoxy- 
corticosteroids” in Patients with Bronchial Asthma. D. Hioco and 
M. Samter.—p. 1570. 

*Premenstrual Tension Treated with Vitamin A. J. Argonz and C. Abin- 
zano.—p. 15 

Effect of Pituitary Adrenocorticotropic e. 2 (ACTH) in Case of 
Pemphigus Foliaceus. F. Homburger, C. D. Bonner and W. H. Fish- 
man.—p. 1591. 

Hypothalamic Lesion Caused by Boeck’s Sarcoid. A. Gijersge and 

Kjerulf-Jensen.—p. 


th Decreased Glucose Tolerance: Report of 
Case. Cc. A. Gerish.—p. 1609. 


Oral Steroid Therapy in Rheumatoid Arthritis —Several groups 
of investigators have found pregnenolone therapeutically effec- 
tive in rheumatoid arthritis when administered by intramuscular 
injection. The authors of this paper found that the oral admin- 
istration of this steroid was also effective, and now report the 
results of treatment in 64 patients. The patients were given 
pregnenolone by mouth in doses averaging about 500 mg. daily, 
over periods ranging from two to 30 weeks. Twenty-four 
patients had striking improvement; 26 showed minor improve- 
ment, and 14 were unimproved. The usual maintenance dose 
was 400 mg. daily. There was a tendency to relapse after the 
medication was discontinued. There was a direct relationship 
between the length of time pregnenolone was administered and 
the length of time improvement was maintained after the 
medication was discontinued. 


Estrogen and Androgen in Treatment of Menopausal Symp- 
toms.—Greenblatt and his associates administered 284 thera- 
peutic courses, with four different preparations, to 102 patients 
with menopausal symptoms. The preparation, labeled AE-1, 
contained diethylstilbestrol (0.25 mg.); AE-2 contained a com- 
bination of methyltestosterone (5.0 mg.) and diethylstilbestrol 
(0.25 mg.); AE-3 contained methyltestosterone (5.0 mg.) alone, 
and AE-4 was a placebo. The specific content of each prepa- 
ration was not known to the authors so that suggestion and 
preference were circumvented. Satisfactory relief of hot flushes 
and other menopausal symptoms was reported by 96.9 per 
cent of the patients who received AE-1, and maturation of the 
cells in the vaginal smear was a constant observation. Therapy 
with AE-2 gave the same relief of hot flushes and associated 
menopausal symptoms in 89.6 per cent of cases and always 
improved the hypoestrogenic vaginal smear. With AE-3, satis- 
factory relief of symptoms was reported by 23.5 per cent, a 
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moderate amelioration by approximately half and 23.6 per 
cent of the patients experienced no relief. Nausea occurred 
in nearly one third of the patients treated with diethylstilbestrol 
(AE-1) and in only 4 per cent of patients treated with the 
combination of methyltestosterone and diethylstilbestrol (AE-2). 
The incidence of uterine bleeding in these two groups was 34 
and 30 per cent, respectively. Acne, hirsutism or hoarseness 
was noted in some patients after treatment with AE-3 or with 
AE-2. Of the patients who received all four of the preparations, 
91.6 per cent stated a preference for either AE-1 or AE-2. 
Of these, 66.6 per cent believed AE-2 superior to AE-1 because 
of increased well-being and libido, less uterine bleeding, less 
nervousness and nausea and fewer headaches. The patients 
who observed hoarseness, acne or increase in facial hair gave 
these factors as a reason for ‘their preference for AE-1. The 
authors were able to deduce the specific content of each of 
the four preparations from their clinical observations. They 
feel that the combination of an estrogen and an androgen 
gave the best results. 


Treatment of Premenstrual Tension with Vitamin A.—The 
symptoms of premenstrual tension can be divided into three 
groups: 1. Those referable to the central nervous system, in- 
cluding nervousness, emotional instability, insomnia, head- 
ache, psychic depression, physical asthenia, neuralgias and 
fainting. 2. Tenderness of the abdomen and rapid increase in 
weight due to fluid retention. 3. Mastopathy, including the 
changes ranging from simple painful distention of the breasts 
to formation of nodules and glandular cysts. This syndrome 
usually appears from seven to 14 days previous to the onset 
of menstruation, vanishing the first or second day of the 
menstrual flow. Thirty patients presenting some of the afore- 
mentioned symptoms of premenstrual tension were given oral 
doses of 200,000 I.U. of vitamin A daily (in two divided 
doses, after lunch and dinner). Treatment was begun on the 
fifteenth day of the cycle and was continued through the first 
day of menstruation. It was resumed 15 days later, for a total 
period of from two to six months. Significant improvement 
was obtained in the majority of patients, as shown by the dis- 
appearance of mastodynia, decrease or disappearance of mam- 
mary nodules, decrease of abdominal pain, disappearance of 
edema and great improvement in nervous disorders. This im- 
provement continued after cessation of the therapy, and the 
disturbing symptoms did not reappear during the year follow- 
ing the beginning of treatment. The symptoms remained un- 
changed when placebos were given. This new treatment raises 
the question of the action of vitamin A on the pituitary- 
gonadal mechanism, as some of the patients showed changes 
in duration and character of their menstrual cycle while receiv- 
ing medication. The authors suggest that certain enzymes of 
the estrinase type are related to the metabolism of estrogens. 
A disturbance of this enzymatic process would result in an 
increase in the circulating inactivated estrogens, which would 
produce premenstrual tension. The action of vitamin A on the 
liver would regulate the altered metabolism, thereby improving 
or counteracting the manifestations of premenstrual tension. 


Journal of Investigative Dermatology, Baltimore 
15:397-466 (Dec.) 1950. Partial Index 


*Darkening of Gray Hair i Para-Amino-Benzoic Acid Therapy. 
C. J. D. Zarafonetis.—p. 

Studies on the L. E. 0 ce OR of Induced L. E. Inclusion 
Body. S. S. Barnes, T. W. Moffatt and R. S. Weiss.—p. 403. 

Sex Difference in Vitamin A Metabolism. R. Hoffmann, A. Schneider 
and Y. Quamo.—p. 409. 

Microsporosis Due to Microsporum Fulvum. J. E. Dalton, J. C. 
Slaughter, R. E. Jenkins and others.—p. 421. 

Studies on Inhibition of Melanin Formation. A. L. Lorincz.—p. 425. 

Virus-Like Particles and Inclusion Bodies in Skin Papillomas. M. J. 
Strauss, H. Bunting and J. L. Melnick.—p. 433. 

Effects of Mepacrine Hydrochloride (Atabrine) upon Human Skin. 
O. B. Miller, F. Herrmann and J. Rubin.—p. 445. 

Study of Allergenic Constituents of Lanolin (Wool Fat). M. B. Sulz- 
berger and M. P. Lazar.—p. 453. 


Darkening of Gray Hair During Treatment with Paraamino.- 
benzoic Acid.—Zarafonetis gives the histories of five patients 
who received 6 to 24 Gm. of paraaminobenzoic acid in the 
treatment of various cutaneous lesions, such as lymphoblastoma 
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cutis, dermatomyositis, dermatitis herpetiformis, erythroderma 
and scleroderma. The formerly gray or white hair of these 
patients turned dark again in the course of the treatment with 
paraaminobenzoic acid; further, formerly sparse hair growth 
became more dense. These five patients were seen among 
20 who received large amounts of paraaminobenzoic acid. It 
is not advocated, however, that paraaminobenzoic acid be ad- 
ministered solely. for darkening gray hair; rather, it is hoped 
that the observations reported may prove to be of value in 
connection with studies of pigment metabolism. 


J. Neuropath. and Clinical Neurology, Chicago 
1:1-110 (Jan.) 1951 

Neuropathology and Clinical Neurology. G. B. Hassin.—p. 1. 

Nerve Regeneration in Grafts. F. Hiller.—p. 5. 

The Diencephalon: Problem of Autonomic Regulation and Its Bearing 
on Some Phases of Clinical Neurology. A. A. Zimmermann.—p. 26. 

*Pulseless Disease. K. Shimizu and K. Sano.—p, 37. 

Experimental Polyradiculitis in Monkeys. A. M. Pappenheimer, O. T. 
Bailey, F. S. Cheever and J. B. Daniels.—p. 48. 

Central Neurogenic Tumors (Neuroblastoma and Ganglioneuroma): 


Pathologic Study of Two Cases. G. B. Hassin and C. J. Munch- 
Petersen.—p. 63. 


*Cerebral Schistosomiasis Producing Epilepsy in a Veteran of the Pacific. 
B. W. Lichtenstein and A. Simon.—p. 81. 

Central Nervous System Changes Resulting from oo Concentra- 
tions of Carbon Dioxide. W. M. Stephens.—p 


Critical Evaluation of Possible Role of poor in Epilepsy. F. M. 
Forster.-—p. 98, 


Pulseless Disease.—The authors report eight cases of a rare 
disease, found only in Japan, characterized by loss of pulsations 
in the radial arteries, peculiar arteriovenous anastomoses about 
the optic papillae, the development of cataracts and hypersen- 
sitivity of the carotid body and sinus. The presenting symptoms 
are usually visual disturbances (flashes of light, field defects, 
blurring when the head is turned, and, eventually, blindness) 
and attacks of dizziness, unconsciousness or convulsions occur- 
ring when the patient rises suddenly from a supine position or 
turns the head upward. Often, an erroneous diagnosis of brain 
tumor or epilepsy is made. The symptoms are due to throm- 
bosis of the subclavian and carotid arteries arising as a result 
of a panarteritis of unknown cause. Histologically the lesions 
suggest a tuberculous process, but no tubercle bacilli have been 
found. The usual disturbances, retinal arteriovenous anasto- 
moses, cataracts and hypersensitive carotid body and sinus 
result from chronic circulatory insufficiency in these areas. The 
compensatory development of collateral circulation around the 
thrombus in the subclavian artery accounts for the absence of 
severe symptoms in the arms. For therapy the authors recom- 
mend thrombectomy and complete denervation of the corotid 
sinus. 


Epilepsy Due to Cerebral Schistosomiasis—A 31 year old 
Negro began to have repeated grand mal epileptic seizures 
after returning to the United States from a two year period of 
military service in Australia, New Guinea and the Philippines. 
Three years after onset he developed status epilepticus and died. 
At autopsy he was found to have diffuse parasitic meningo- 
encephalitis due apparently to the presence of numerous ova 
of Schistosoma japonicum in the meninges and brain substance. 
Similar ova were found in the liver. Since the natural habitat 
of the adult blood fluke is the venous circulation of the mesen- 
teric, portal and pelvic systems, infestation of the tissues of 
the central nervous system is unusual. Neurological symptoms 
may appear (1) in the initial stage of the infestation, when the 
cercariae enter the blood vessels through the skin and are dis- 
seminated throughout the body, (2) during the deposition of ova 
in the brain by mature flukes or (3) as a result of chronic irri- 
tation from the deposited ova. The latter was responsible for 
the symptoms in this case. In some reported cases a localized 
granuloma has produced symptoms of brain tumor. The diag- 
nosis of schistosomiasis with brain involvement is difficult but 
it should be suspected in patients who develop epilepsy after 
visiting endemic areas. Skin tests and serologic reactions may 
be helpful but are occasionally misleading. A negative stool 
examination does not exclude infestation. Aspiration of rectal 
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crypts and biopsy of suspicious ulcers or polyps in the rectum 
or sigmoid should be performed in an attempt to find ova. 
Antimony compounds are useful in therapy. 


J. Neuropathology & Exper. Neurology, Baltimore 
10:1-108 (Jan.) 1951 


Experimental Congenital Toxoplasmosis: IV. Genifal and Secondary 
Lesions in Mouse Infected with Toxoplasma by Vaginal Route. 
D. Cowen and A. Wolf.—p. 1. 

Heterotopic Glial Nests in Subarachnoid Space: Histopathologic Charac- 
teristics, Mode of Origin and Relation to Meningeal Gliomas, I. S. 
Cooper and J. W. Kernohan.—p. 16. 

Intracerebral Metastatic Granular Cell Myoblastoma. J. T. Schwidde, 
R. Meyers and D. B. Sweeney.—p. 30. 

Transplantation of Human Brain Tumors into Animal Hosts. J. Martin. 
—p. 40. 

Histochemical and Quantitative Studies on Choline Esterase Distribution 
in Cervical Sympathetic Ganglia. W. L. Hard, A. C. Peterson and 
M. D. Fox.—p. 48. 

Hypoglycaemia from Islet Cell Tumor of Pancreas with Amyotrophy and 
Cerebrospinal Nerve Cell : Case Report. M. I. Tom and J. C. 
Richardson.—p. 57. 

Hypoxemia and Temperature of Hypothalamus of Cat. H. Lowenbach. 
—p. 67. 

Protagon Granules in Normal Sciatic Nerve with Some Observations on 
Greater Splanchnic spe J. T. Robson.—p. 77. 

Pyramidal Tract: 
dary Degeneration. A. M. W. J. Shapiro.—p. 82. 


J. Pharmacology & Exper. Therap., Baltimore 
101:1-118 (Jan.) 1951. Partial Index 


Effect of Certain Analgesic Drugs and Adrenal Cortical Hormones on 
Brain of Normal and Hypophysectomized Rats as Measured by 
Thiobarbituric Acid Reagent. H. L. Zauder.—p. 40. 

Human Pain Thresholds Determined by Radiant Heat Technique and 
Effect upon Them of Acetylsalicylic Acid, Morphine Sulfate and 
Sodium Phenobarbital. R. A. Kuhn and R. B. Bromiley.—p. 47. 

Differences in Concentration of Chloroform in Blood of Man and Dog 
During Anesthesia. L. E. Morris, E. L. Frederickson and O. S. Orth. 


—p. 56. 
Action of Several Principles and Extracts of Digitalis G on Ischemic 
Skeletal Muscle. E. G. Pardo, D. Garcia-Tellez and E. C. del Pozo. 


—p. 63. 

Effect of Halogenated Ethylamines on Cardiac Arrhythmias Induced by 

, Nicotine and Clyclopropane. V. A. Drill and H. W. 

Hays.—p. 74. 

Treatment of Fluoroacetate Poisoning in Mice and Dogs. W. W. 
Tourtellotte and J. M. Coon.—p. 82. 

Pulmonary Arterial Pressor Effect of Certain Sulfhydryl Inhibitors. 
C. C. Gruhzit, B. Peralta and G. K. Moe.—p. 107. 

Effect of Ouabain on Coronary Circulation and Other Circulatory 
Functions in Intact Anesthetized Dogs. R. G. Page, E. L. Foltz, 
W. F. Sheldon and H. Wendel.—p. 112. 


Journal of School Health, Buffalo, N. Y. 


21:1-50 (Jan.) 1951 
Tuberculosis and School Personnel. D. O. N,. Lindberg.—p. 1. 


Importance of and Accomplishmepts in Tuberculosis Control Among 
School Children. S. A. Slater.—p. 8. 


Part of Local Practicing Physicians in Tuberculosis Control in Schools. 
L. L. Collins.—p. 16. 


Results of 20 Years of Mantoux Testing in Schools. L. S. Jordan and 
K. Jordan.—p. 22. 


Tuberculosis Control and Teaching Tuberculosis in Schools. D. Morse 
and R. H. Runde.—p. 28. 

*Can Tuberculosis Be Eradicated in School Children? E. R. Levine. 
—p. 37 


Can Tuberculosis Be Eradicated in School Children?—Levine 
shows that certain widely held beliefs about tuberculosis are 
not well founded; for instance, the increased incidence of 
tuberculosis in certain families or groups is due to contact 
rather than to susceptibility. The belief that resistance to tuber- 
culosis is lower in Negroes than in white persons was not con- 
firmed by x-ray surveys in Cook County Hospital in Chicago, 
where routine x-ray films disclosed that the incidence of tuber- 
culosis among the white group is twice as high as among the 
Negroes. The belief that tuberculosis is a disease of children 
and young persons must likewise be discarded. Present statistics 
indicate that the largest number of deaths from tuberculosis 
occur after the age of 45. There is apparently no natural 
immunity to tuberculosis. The belief that “benign infection” 
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early in life will confer relative immunity has led to efforts 
to produce such an immunity, but the author questions not only 
the belief in such an immunity but also in the efficacy of BCG 
vaccination in inducing it. In Sweden, where BCG has been 
used widely, a low death rate from tuberculosis should be 
anticipated, but the tuberculosis death rate in Sweden has re- 
mained high, much higher than that of the United States. In 
Denmark, the rate was dropping much more rapidly before the 
extensive use of BCG vaccine. In Iceland, where BCG has not 
been used, the decrease in the tuberculosis death rate has been 
more significant than in any of the countries in which BCG 
has been used. In Brazil the death rate from tuberculosis de- 
creased following the introduction of BCG vaccination, but 
the decrease occurred in adults,-that is, in those who had not 
been vaccinated. The newborn babies who were receiving BCG 
showed an increase in tuberculosis. The author concludes that 
the absence of tubercle bacilli is the only guarantee against 
tuberculosis. 


Kentucky Medical Journal, Bowling Green 
49:1-54 (Jan.) 1951 


Treatment of Coronary Occlusion with Myocardial Infarction. J. T. 
Gilbert Jr. and F. H. Moore.—p. 1. 

Chronic Hoarseness. G. L. Green.—-p. 5 

Some Aspects Concerning Approach to Allersle Manifestations M. Kauf- 


& 
Trends in Ry Sr Practice: Study of 25 Years of Obstetrics in Saint 
Joseph Infirmary. A. C. Lawrence.—p. 14. 
Disappointments Following Cholecystectomy. C. E. Gillespie.—p. 20. 


Maine Medical Association Journal, Portland 


42:1-36 (Jan.) 1951 


Notes on Artificial Feeding of Infants. G. E. Dash.—p. 1. 


Carcinoma of Endometriam and Fallopian Tube: Report of Case. P. O. 
Gregory and I. I. Goodof.—p. 9 
Getting Along with One’s Self and Others. C. E. Benson.—p. 10. 


Emergency 
Civilian Medical Defense of the Maine Medical Association.—p. 13. 


Replacentent of Skin Graft by Basal Cell 

reports the case of a cook who was first seen in the winter of 
1947 with a severe cicatricial contraction of both the upper and 
the lower eyelids, the result of a third degree burn from hot 
fat. The burn had occurred six months before. The only treat- 
ment he had received for the burn was the application of 
petrolatum dressings and some type of mild eye wash. Five 
Operations were performed, including scar resections, resuture 
and finally two autogenous skin grafts for the correction of 
the residual deformity. The patient was released from the hos- 
pital with the lids in temporary tarsorrhaphy. He was instructed 
to return in three months but did not return until May 1950, 
when it was found that the area of skin grafting was replaced 
by a diffuse, irregular ulceration with interposed areas of epi- 
thelial sclerosis. The entire skin graft seemed to have been 
replaced by carcinomatous tissue, and this had advanced 
beyond the original boundaries of the graft to include the 
contiguous tissues as well as the depths of the orbit. A car- 
cinomatous transformation seems to be rather rare in an 
autogenous skin graft. It seems probable that some undiag- 
nosed malignancy had existed prior to the original plastic 
surgery, especially when it is considered that the original burn 
was caused by hot fat, a possible carcinogenic agent. 


Military Surgeon, Washington, D. C. 
108:1-90 (Jan.) 1951. Partial Index 


Motion Sickness in Military Service. H. I. Chinn.—p. 20. 

Infected Pilonidal Cysts: Simplified Method of Pesumiaas J. H. Korb. 
—p. 29. 

Air Transport of Evacuation Hospital. J. T. Rogers.—p. 34. 

Incidence of Communicable Disease and Preventive Medicine. R. L. 
Callison.—p. 41. 

Modern Concept of Dynamics of Inflammation. L. Szmyd.—p. 45. 
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Minnesota Medicine, St. Paul 


31-104 1951 

New Solutions. J. S. Lundy.—p 

Newer Aspects of Urinary Tract Setoetiets Diagnosis. B. A. Smith Jr. 
—p. 24. 

Office Treatment of Urinary Tract Infections. H. J. Walder.—p. 26. 

Significance and Management of Spontaneous Pneumothorax. W. R. 
Schmidt.—p. 30. 

Urinary Acetone—Its Detection and Value in Treating Ambulatory 
Diabetics. B. J. Mears.—p. 35. 

Skin Allergy: Newer Trends in Diagnosis and Therapy. S. Epstein. 
—p. 37. 

Basic Facts About Gall-Bladder Surgery for General Physicians. D. P. 
Ander3on.—p. 43. 

National Program in Rehabilitation Must Be Expanded. F. H. Krusen. 

. 47. 


*Painless” Myocardial Infarction. H. R. Warner.—p. 49. 

Pharmaco-Dynamic Treatment of Psychoneuroses by Use of Carbon 
Dioxide Inhalations: Preliminary e9 C. W. Baars.—p. 51. 

Torsion of Pedicle of Ovarian Cysts. D. L. Johnson.—p. 54. 

Low-Back and Sciatic Pain: pore al of Intraspinal Investigation. 
H. J. Svien and H. W. Dodge Jr.—p. 57. 


“Painless” Myocardial Infarction.—Two hundred consecutive 
cases of recent myocardial infarction were reviewed at the 
Minneapolis Veterans Administration Hospital, and particular 
attention was given to the type of pain and the circumstances 
under which no history of pain could be elicited. Although 
many of the patients were not admitted until several weeks 
after symptoms began, an accurate description of the pain 
could still be elicited in most instances. In all cases a diagnosis 
of recent myocardial infarction had been established either at 
autopsy or beyond reasonable doubt by serial electrocardio- 
grams and other clinical criteria. Of the 200 cases, 184 had 
typical angina. In nine cases the pain was atypical; however, 
in all but one of these the symptoms were suggestive enough 
of myocardial infarction that the diagnosis was suspected 
immediately by the admitting physician. The exception was a 
man with substernal pain that was made worse by his lying 
on his back. In this case a mistaken diagnosis of hiatus hernia 
was made. In the remaining seven cases, there was no mention 
of pain at the time of the infarct in the admission history, but 
this is understandable in view of the fact that one was in coma, 
one moribund, one under anesthesia, three aphasic and one in 
shock. The author believes that although it cannot be concluded 
from this series that acute myocardial infarction is never 
painless in an otherwise healthy person, it can safely be said 
that it must be an unusual occurrence. 


New England Journal of Medicine, Boston 
244:1-38 (Jan. 4) 1951 


*Auscultatory Signs in Rheumatic Valvular Disease: Phonocardiographic 
Correlation. M. M. Alimurung, M. B. Rappaport and H. B. Sprague. 


-—p. 1. 

Protection of Personnel Engaged in Roentgenology and Radiology: Final 
Report. F. T. Hunter and L. L. Robbins.—p. 9. 

Urinary Diastase in Mumps. M. M. Nothman.—p. 

Rhinolith as Cause of Suppurative Rhinitis: ectlby ‘of Case. N. E. 
Nachlas.—p. 15. 


Fifty Years of Medical Progress: The R. Fitz. 


—p. 17. 
244:39-74 (Jan. 11) 1951 


Erythroblastosis Fetalis: VII. Treatment with Exchange Transfusion. 
L. K. Diamond, F. H. Allen Jr. and W. O. Thomas Jr.—p. 39. 

Occurrence of Convulsive Seizures During Treatment of Asthma with 
Cortisone Acetate. F. C. Lowell, W. Franklin, H. D. Beale and I. W. 
Schiller.—p. 49. 

Suppurative Pylethrombophlebitis and Multiple Liver Abscesses Fol- 
lowing Acute Appendicitis: Report of Case with Recovery. N. T. 
Milliken and H. B. Stryker Jr.—p. 52. 

Medicine as Science: Biochemistry, O. Bodansky.—p. 55. 


Auscultation and Phonocardiography in Rheumatic Valvular 
Disease.—Alimurung and his associates say that in rheumatic 
valvular disease satisfactory correlation may be obtained be- 
tween auscultatory signs and phonocardiographic records if 
the graphic registration is carried out with adequate apparatus 
and correct technique. Phonocardiography and other graphic 
methods have confirmed the clinical descriptions and interpre- 
tations of the auscultatory signs of rheumatic valvular disease. 
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This is particularly true in mitral stenosis. In some cases, how- 
ever, newer concepts have been introduced. Thus, it is now 
known that the duplication of the second sound in mitral sten- 
osis is due to the opening snap of the mitral valve. Graphic 
studies have also shown that certain variations or combinations, 
or both, of normal phenomena may produce acoustic impres- 
sions closely simulating the true signs of mitral stenosis. This 
may be illustrated by the false diastolic rumbles and presystolic 
crescendo murmurs both in sinus rhythm and during auricular 
fibrillation. In contrast, mitral insufficiency seldom gives auscul- 
tatory and graphic observations of as great diagnostic value as 
those in mitral stenosis. Diagnosis of aortic valve disease has 
also been greatly facilitated through the knowledge of the 
graphic characteristics of the murmurs produced. The murmurs 
in tricuspid valve disease have not been intensively studied. 
However, the diagnostic pattern of the jugular phlebogram 
offers the most objective method of diagnosis. Phonocardiog- 
raphy may in rare cases completely negate auscultatory anal- 
ysis. Phonocardiographic data may _ reveal auscultatory 
misinterpretation, or the phonocardiogram may furnish the first 
indication of valvular disease. Cases are cited to illustrate the 
value of phonocardiographic procedures. 


244:75-116 (Jan. 18) 1951 
Presentation of Basic Defense Program. D. E. Currier and C. H. Brad- 
ford.—p. 75. 
*Disseminated Lupus Erythematosus in the Male: Report of Five Cases. 
B. H. Pastor, N. G. Sloane and H. L. Goldburgh.—p. 81. 
Single, Circumscribed, Intrathoracic Densities. H. Abeles and D. Ehrlich. 


—p. 85. 
*Incidence and Heredity of Muscular Dystrophy: Study of 71 Patients 
Admitted to the Massachusetts General Hospital. M. R. Brown.—p. 88. 
Medicine as Science: Obstetrics. F. C. Irving.—p. 91. 


Lupus Erythematosus.—The clinical diagnosis of disseminated 
lupus erythematosus was made in 36 cases at the Philadelphia 
General Hospital during the period 1936-1949. Ten of the 
patients were males, an incidence of 27 per cent. This is at 
variance with the generally accepted view that disseminated 
lupus erythematosus is characteristically a disease of young 
adult women. Five of the 10 male patients, between the ages 
of 12 and 38 years are reported on in detail, illustrating some 
of the clinical and pathological features of the disease. All 
died, and pathological confirmation of the clinical diagnosis 
was provided by necropsy in four. One of the most consistent 
early clinical features of disseminated lupus erythematosus is 
arthritis, frequently mistaken for early rheumatoid arthritis or 
rheumatic fever. The subsequent involvement of the renal and 
cardiovascular systems and the polyserositis and the progres- 
sively downhill course are helpful in differentiating dissemi- 
nated lupus erythematosus from these clinical entities. This was 
well illustrated by the early difficulties in diagnosis in the 
authors’ five cases. 


Incidence of Muscular Dystrophy.—At the Massachusetts Gen- 
eral Hospital from 1870 through 1947 progressive muscular 
dystrophy was diagnosed in 71 patients, 47 males and 24 
females. The disease did not occur predominantly in any one 
nationality of the white race in New England. Only 15 of the 
patients had parents born in New England. The patients fell 
into three types, 35 with pseudohypertrophic muscles, 21 with 
generalized muscular atrophy starting in the thighs and 15 with 
generalized muscular atrophy starting in the facioscapulo- 
humeral musculature. Fourteen patients had siblings with 
muscular dystrophy, but none had a parent or child with 
muscular dystrophy. Other hereditary defects observed were 
pes cavus in five patients, pes equinovarus in two, feeble- 
mindedness in three and progressive nerve deafness in three. 
The inheritance of the three types of muscular dystrophy in 
the author’s series was recessive. There was no evidence of 
mendelian dominant inheritance among the patients with facio- 
scapulohumeral atrophy similar to that in Tyler and Stephen's 
large family tree in Utah. Though the diagnosis of muscular 
dystrophy did not occur frequently in the early Massachusetts 
General Hospital records, the last two decades saw a marked 
increase. 
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New York State Journal of Medicine, New York 
51:1-168 (Jan. 1) 1951. Partial Index 
SYMPOSIUM: A HALF CENTURY OF MEDICAL PROGRESS 

Fifty Years of Internal Medicine. J. G. F. Hiss.—p. 71. 

Progress in Surgery During First Half of This Century as Related to 
New York Surgeons. J. W. Hinton. 74. 

Fifty Years of Pediatrics in New York ‘State. H. Bakwin and L. J. 

Oss.—Pp. 78. 

Fifty Years of Progress in Obstetrics and Gynecology. C. Heaton.—p. 83. 

Fifty Years of Public Health. H. E. Hilleboe.—p. 86. 

Fifty Years of Progress of Physical Medicine and Rehabilitation vA New 
York State. S. S. Sverdlik, D. A. Covalt and H. A. Rusk. 

Progress in Neurology and Psychiatry During First Half of cai 
Century. H. S. Howe.—p. 96. 

Highlights in Nutritional Progress, with Emphasis on Last 50 Years. 
N. S. Moore and L. A. Maynard.—p. 103. 

The Next 50 Years in Medicine. G. W. Kosmak.—p. 148. 


North Carolina Medical Journal, Winston-Salem 
11:653-708 (Dec.) 1950 


PANEL DISCUSSION ON BONE DISEASES 


Eosinophilic Granuloma of Bone. J. C. Glenn Jr.—p. 653. 
Infantile Cortical Hyperostosis: Report of Case. M. H. Grimmett and 
H. L. Large Jr.—p. 658. 
Osteoid Osteoma of Bone: Clinical Study with Report of Two Cases. 
W. W. Vaughan, G. B. Johnston and E. I. Bugg.—p. 660. 
Surgical Management of Intractable Pain Due to Carcinoma. W. R. Pitts. 


Experiences with Surgery for Portal Hypertension. A. G. Brenizer Jr. 
—p. 672. 


Failure of Terramycin in Streptococcal Empyema: Report of Case. 
V. H. Knight, H. L. Izlar Jr. and M. Meads.—p. 679. 
Factors Influencing Obstetric Mortality. M. W. Battle—p. 682. 
Methods and Results in State-County Cancer Centers. M. Schram. 
—p. 685. 
12:1-40 (Jan.) 1951 


a. and Food Allergy: Diagnosis and Treatment. J. W. 
Thomas.—p 


Present Day Fe of Allergic Conditions. E. G. Goodman.—p. 5, 

Allergic Rhinitis. M. M. McLeod.—p. 9. 

North Carolina Premature Infant Care Program. R. J. Murphy.—p. 12. 

Treatment of Fibrositis in Neck and Shoulder with Microthermy (Radar). 
G. D. Wilson.—p. 19. 

Recent Trends in Diagnosis and Treatment of Cancer of Larynx. G. B. 
Ferguson.—p. 23. 

Suggestions for Improvement of General Practice. W. S. Cozart.—p. 25, 


Northwest Medicine, Seattle 


§0:1-72 (Jan.) 1951 
*Rapid Transformation of Cretins with Large Doses of Thyroid. E. E. 
Brown. 


Medical Care Problems in Group of Patients with Chest Pathology. L. 
Powers.—p. 
Present-Day Concepts of Immunizations of Infants. E. A. Moody.—p. 30. 
Female Urethra and Chronic Urethritis. G. W. Reynolds.—p. 32. 
Exstrophy of Bladder. A. H. Peacock and S. Stool.—p. 34. 
Topical Cortisone in Eye Disease. C. D. F, Jensen and J. F. Ward. 


—p. 36. 
Blastomycosis in Oregon. W. L. Lehman and L. F. Ray.—p. 39. 


Large Doses of Thyroid for Cretins.—Brown presents the his- 
tories of two cretins, one a boy of 21 months and the other 
a girl, aged 8 years, who made little mental and physical pro- 
gress over a period of many months while being treated with 
% and % grain (15 and 30 mg.) of desiccated thyroid sub- 
stance. Remarkable changes took place within a few weeks 
when 3 or 4 grains (0.20 or 0.24 Gm.) were given daily. The 
author says that for determination of a proper dosage of 
thyroid, a distinction must be made between toxic and danger- 
ous symptoms. Some toxic symptoms must be tolerated for a 
time, to permit large enough dosages to compensate for that 
period when growth and development lagged. Rapid pulse, 
mildly elevated temperature, initial loss of weight, increased 
nervousness and frequent bowel movement are tolerable symp- 
toms of toxicity that probably indicate a slight degree of hyper- 
thyroidism and may be disregarded. On the other hand, danger- 
ous symptoms are extreme restlessness, twitching, diarrhea or 
vomiting, continued loss of weight, very rapid pulse rate, high 
fever and syncope. The author feels that the physician must 
take the responsibility of prescribing a large dose, if he can 
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see the child at frequent intervals. To give less is to deprive 
the cretin of his only chance for full mental and physical 
development. Evidence is cited indicating that large doses of 
thyroid substance may enable a cretin to regain some of his 
lost growth. 


Ohio State Medical Journal, Columbus 


47:1-96 (Jan.) 1951 
*Electroencephalography as Aid in Diagnosis and Treatment of Migraine. 
M. D. Friedman and J. B. Cohn.—p. 25. 


Use of Insulin in Office Management of Diabetes. R. L. Fulton and G. J. 
Hamwi.—p. 28. 

Experiences with Emergency Gastrectomy for Massive Peptic Ulcer Hem- 
orrhage in the Poor Risk Patient, F. J. Rack.—p. 34 

Thiopental Sodium in Obstetrics. C. W. Pavey.—p. 38. 

Varicose Veins Complicating Pregnancy: Review of Recent Literature and 
Appraisal of Current Therapy. S. N. Mendelsohn.—p. 41. 

New Treatment for IE KE and Other Virus Diseases: Preliminary 
Report. H. W. Lehrer, D. R. Lehrer and H. G. Lehrer.—p. 44. 

Torsion of Gallbladder. S. C. Lind.—p. 46. 


Electroencephalography in Migraine.—Friedman and Cohn 
cite several investigators who have made electroencephalo- 
graphic studies on patients with migraine and have found that 
a certain percentage of those with true migraine showed ab- 
normal brain waves. Among their own patients with true 
hemicrania, many responded to ergot preparations. Those who 
did not respond were subjected to elect 
Some of these showed abnormalities that necessitated | use of 
anticonvulsant drugs. The authors describe three of these cases 
and show some characteristic electr lographic records. 
These cases demonstrate a suggestive Telationship between 
migraine and the convulsive states. Anticonvulsants are effec- 
tive particularly in those cases showing slow wave activity. 


Oklahoma State Medical Assn. J., Oklahoma City 


43:515-564 (Dec.) 1950 


Character—Its Formation and Modification. K. E. Appel and M. L. 
Dratman.—p. 518. 

Goals in Psychotherapy. J. E. Tyler.—p. 526. 

Fractures About the Elbow in Children. A. Thomas.—p 

Differential Diagnosis of Diseases of Hip in Chisdren, e wt Graybill. 
—p. 534. 


Postgraduate Medicine, Minneapolis 
9;:1-100 (Jan.) 1951 


Clinical Use of Histamine. B. T. Horton.—p. 1. 

Ulcerative Colitis, Pregnancy and Delivery. O. Kapel.—p. 11. 

Indications for Therapeutic Abortion. E. W. Overstreet and H. F. Traut. 
—p. 16. 

Operation or Suction in Bowel Obstruction. W. C. Beck.—p. 26. 

Massive Gastrointestinal Hemorrhage in Patients with Rh 5 Sean Type 
Blood. R. H. Adler, W. L. Butsch and E. Witebsky.—p. 31. 


Psychiatry, Washington, D. C. 
13:283-398 (Aug.) 1950. Partial Index 


Clinical Appraisal of Frontal Lobotomy in Treatment of Psychoses. 
J. L. Hoffman.—p. 355 


13:399-536 (Nov.) 1950. Partial Index 


Some Aspects of Psychopathology in Schizophrenia: Implications in 
Treatment. C. T. Standish, J. Mann and D. Menzcr.—p. 439. 

Optima of Mental Health: General Frame of Reference. M. B. 
Smith.—p. 503. 


Review of Gastroenterology, New York 


17:1113-1192 (Dec.) 1950 


Early Diagnosis of Carcinoma of Cardia of Stomach. M. Dannenberg and 
1, K. Ettman.—p. 1123. 

Management of Pancreatitis. J. E. Berk.—p. 1130. 

Intestinal Obstruction in Hodgkin’s Disease: Case Report. I. Deutsch. 
—p. 1134. 

Emergency Gastrectomy in Surgical Treatment of Perforated Peptic Ulcer. 
P. J. Timpone and L. Gross.—p. 1138. 

Pathology of Jaundice. P. Pernworth.—p. 1145. 

Postoperative Fetor Oris. B. J. Ficarra.—p. 1151. 

Corticodiencephalic Gastrointestinal Syndromes in Epileptics (Part XII). 
T. S. P. Fitch, A. W. Pigott and S. M. Weingrow.—p. 1153. 
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Rocky Mountain Medical Journal, Denver 
48:1-72 (Jan.) 1951 
Hypersensitive Reactions to Commonly Used Drugs. C. S. Keefer.—p. 21. 
Hemorrhage and Shock in Obstetrics: Review of Maternal Mortality in 
Montana from January 1, 1940, to December 31, 1948. Prepared by the 
Montana State Committee for Maternal and Child Welfare.—p. 25. 
Hirschsprung’s Disease Associated with Anal Stenosis and Subhepatic 
Cecum. G. J. Harmston.—p. 29. 
Integration of Public Health Services for Prevention and Care of Pre- 
maturity. R. L. Cleere.—p. 33. 
Concepts of Therapy for Severe Varicose Veins. S. M. Reckier. 
38. 


Southern Medical Journal, Birmingham, Ala. 


44:1-84 (Jan.) 1951. Partial Index 

Weighed in the Balance. H. W. McKay.—p. 1. 

Use of Heat in General Practice. W. J. Lee.—p. 4. 

Anorectal Pain: Modern Concepts of Mechanisms and Control. R. C. 
Alley.—p. 3. 

Chronic Urticaria. J. Forman.—p. 11. 

Pheochromocytoma Simulating Essential Hypertension: Report of Case 
with Successful Surgical Treatment. J. L. Wright, M. S. Belle and W. 
C. Jones.—p. 14. 

Uterine Bleeding Due to Malignant Neoplasms. W. L. Thomas.—p. 19. 

Primary Carcinoma of Breast and Uterus. J. A. Wall and B. S. Bayoud. 


—p. 22. 

Tumors of — with Report of Five Cases. J. §S. Haines and H. Grab- 
stald.—p. 

Malignant +. of Duodenum. D. H. Poer.—p. 29. 

*Cutaneous Beryllium Granuloma: Report of Case. H. L. Large ei and 
A. R. Stumpe.—p. 36. 

Evaluation of New Fungicide. G. H. Yeager.—p. 42. 

Merdroxone Sodium (Subcutaneous) Diuresis. G. McHardy, D. C. Browne, 
S. S. Ward and R. McHardy.—p. 44. 

Urinary Gonadotropins: Method of Quantitative Assay and Its Clinical 
Applications. W. S. Easterling, A. A. Salmon, C, D. Davis and E. C. 
Hamblen.—p. 47. 

Reliability of Papanicolaou’s Cancer Detection Technic. W. K. Cuyler, 
L. A. Kaufmann, V. H. Turner and R. T. Parker.—p. 52. 

Atropine Intoxication: Report of Case with Recovery After Ingestion of 
One-Half Grain (33 mg.) Atropine Sulfate. E. S. Robertson.—p. 56. 

Multiple Myeloma. H. A. Bailey and R. D. Haines.—p. 62. 

*Shoulder-Hand Syndrome Complicating Myocardial Infarction. W. R. 
Chitwood.—p. 72. 


Cutaneous Beryllium Granuloma.—Beryllium granuloma of 
the skin develops following wounds produced by broken fluor- 
escent bulbs. The physician must be familiar with these lesions, 
because they are remediable provided complete excision is 
achieved. The authors describe a woman who complained of a 
“wart” on the plantar surface of the right foot, where 28 
months previously she had sustained a slight cut. With her own 
first aid treatment, the small laceration healed, only to be 
succeeded by a tender minute nodular area which grew. Seven 
months later this was excised, but apparently the nature of 
the lesion was not suspected. The surgical incision healed much 
as did the initial wound but left a small tender area that sub- 
sequently grew to a painful, slightly elevated firm plaque with 
a rough surface, which resembled a plantar wart. This was 
removed. Histological examination of the removed specimen 
revealed numerous nodular granulomas. Although spectro- 
graphic demonstration of beryllium was not attempted, the 
possibility of beryllium granuloma was strongly suggested. The 
patient recalled that the initial injury was produced by a white, 
opaque fragment of cylindrical glass similar to a broken fluor- 
escent light tube, thus implicating the suspected beryllium. This 
case illustrates the necessity of complete excision of post- 
traumatic beryllium granulomas. It also emphasizes the re- 
sponsibility of the medical profession, in particular public 
health agencies, to educate the laity with regard to careful 
disposition of used or broken fluorescent lights containing 
beryllium phosphors. 


Shoulder-Hand S in Myocardial Infarction.—Myo- 
cardial infarction is frequently followed by pain and stiffness 
in one or both shoulders that may be accompanied by trophic 
changes in the hands. Some authors have discussed the shoulder 
symptoms separately as periarthritis, while others have reported 
mainly on the trophic changes in the hands. However, since it 
is now generally assumed that the changes in both the shoulders 
and the hands are the result of the same reflex vasomotor dis- 
turbances and since they occur concurrently in many patients, 
these changes are now usually referred to as the shoulder- 
hand syndrome. After citing figures on the incidence of this 
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syndrome, Chitwood discusses the developmental mechanism. 
The present concept is that repeated impulses from the dam- 
aged myocardium traveling through the inferior, middle and 
superior cardiac nerves and cervical ganglions to the cord set 
up a vicious circle of impulses through a pool of synapses. 
Among these synapses are the sympathetic neurons in the 
lateral horns, which control vasomotor tone. Long after the 
infarction has healed, these cells receive stimuli from the pool, 
causing vasomotor disturbances with resulting changes in the 
extremities. The most successful treatment has been that which 
acts on the sympathetic nervous system. Infiltration of the 
stellate and dorsal ganglion has been found effective as have 
sympathetic blocks. The histories of three patients are given 
to illustrate unusual features of the syndrome. 


Texas State Journal of Medicine, Fort Worth 


47:1-64 (Jan.) 1951 
Anatomy of Heart and Great Vessels: Angiocardiographic Study. J. E. 
Miller.—p. 5. 
Diagnosis of Heart Disease: Conventional Roentgen Examination. A .G. 
Barsh.—p. 9. 
Recent Advances in Surgical Treatment of Heart Lesions. J. W. Duckett. 
14. 


—p. 

Mechanism and Management of Myocardial Insufficiency: Treatment of 
Cardiac Edema. G. R. Herrmann, H. P. Reveley, M. R. Hejtmancik 
and George IV H. C. Herrmann.—p. 19. 

re of Myocardial Infarction in Railway Employees. J. R. Winston 

J. Q. Sloan.—p. 24. 

hin td and Complications Following Transfusion. H. J. Schattenberg 
and G. K. Noxon.—p. 27. 

Microtechniques of Blood Chemical Analysis in Pediatrics: Indications 
and Methods. E. E. Baird.—p. 33. 

Serum Sodium and Potassium: Studies with Beckman Spectrophotometer 
and Review of Literature. F. W. Konzelmann and P. Cutler.—p. 36. 
Tetanus Seen in Brackenridge Hospital Over Five Year Period. L. I. 

Stengl.—p. 44. 


Virginia Medical Monthly, Richmond 


78:1-56 (Jan.) 1951 


al Aspects of Certain Non-Malignant Colon Conditions: Chronic 
=< Ulcerative Colitis, Diverticulitis, Megacolon. H. B. Stone. 


Pose A. I. Dodson, C. M. Nelson and D. Gilbert.—p. 9. 
Treatment of Benign Lesions of Stomach and Duodenum. C. Williams. 


Trends in Management of Cerebral Palsy. F. A. Hellebrandt.—p. 20. 

Liability of Physician for Sterilization in Virginia. R. C. Donnelly. 
—p. 24. 

wa go Septicemia with Myocardial Abscesses—Case Report. 
J. W. Massey Jr., A. L. Rosenzweig and J. P. Williams.—p. 28. 

*Prolapsing Gastric Mucosa. D. B. Corcoran and K. K. Wallace.—p. 32. 


Prolapsing Gastric Mucosa.—Corcoran and Wallace believe 
that prolapse of the gastric mucosa through the pyloric ring 
is much commoner than is generally suspected. They discuss 
nine patients with this disorder, all of whom complained of 
indigestion or epigastric distress. Three complained of pain, 
two of nausea, three experienced vomiting and four gave a 
history of hematemesis. The only physical finding was occa- 
sional mild to moderate epigastric tenderness. The clinical as- 
pects are the same as those of peptic ulcer, and a definite 
diagnosis depends on radiological evidence. The characteristic 
x-ray picture consists of a central mushroom or cauliflower- 
like negative shadow located at the base of the duodenal 
bulb, the so-called umbrella sign. This deformity is character- 
ized by variability, frequently presenting a different appearance 
during the same examination and almost invariably presenting 
some change when the examination is repeated on a different 
occasion. The authors show how the radiological aspects of 
the prolapsing gastric mucosa differ from those of the pro- 
lapsing gastric polyp, duodenal ulcer or hypertrophic pyloric 
stenosis. Despite the fact that some earlier reports recom- 
mended surgical treatment for prolapsing gastric mucosa, the 
authors feel that when the prolapse is not extensive and symp- 
toms not severe, treatment can be mostly medical. A bland diet 
and the use of antispasmodics will usually give sufficient relief. 
Surgical treatment should be reserved for cases in which symp- 
toms do not respond to conservative measures and in which 
hemorrhages are recurrent. The procedure of choice is removal 
of the offending portion of the stomach, which can be done 
most effectively by a gastrectomy of the Billroth 1 type. 
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Biochemical Journal, London 
47:513-640 (Nov.-Dec.) 1950. Partial Index 


Quantitative Studies on Avidity of Naturally Occurring Substances for 
Trace Metals: I. Amino-Acids Having Only Two Ionizing Groups. 
A. Albert.—p. 531. 

Amino-Acid Composition of Protein Material in Soil. J. M. Bremner. 
—p. 538. 

Vitamin B:i-Like Activity of 2-Amino-5-Methylthiazole-4-Carboxylic Acid. 
G. Di Maggio.—p. 562. 

Comparative Studies of “Bile Salts”: I. Preliminary Survey. G. A. D. 
Haslewood and V. Wootton.—p. 584. 

Separation of Lower Fatty Acids as Anions by Paper Chromatography. 
F. Brown.—p. 598. 

Isolation from Normal Tobacco Leaves of Nucleoprotein with Some 
Similarity to Plant Viruses. N. W. Pirie.—p. 614. 

Reaction Between Proteins and Reducing Sugars in “Dry” State. Dried 
Human Blood Plasma. C. H. Lea, R. S. Hannan and R. I. N. Greaves. 
—p. 626. 

Metabolism of Tyrosine and Phenylalanine in Premature Infants: Effect 
of hog 3 Doses. L. L Woolf and M. E. Edmunds.—p. 630. 

te. Weak Antidote to Mustard Gas. 
E. "R. Holiday, J. St. L. Philpot and L. A. Stocken.—p, 637. 


British Medical Journal, London 


1:1-50 (Jan. 6) 1951 
Fractures of ne Sinus with Cerebrospinal Rhinorrhoea. W. Lewin 
and H. Cairns.—p. 1 
Absence of Vasa ss Cause of Asooepermia K. Walker and R. Boyd. 


lene. | RS of Modern Genetics to Medicine. N. T. J. Bailey. 


—p. 8. f 
Investigation of Properties of Isopropyl Chloride. J. E. Elam and M. L. 
Newhouse.—p. 13. 

Raised Blood Pyruvic Acid Level in Diabetic Acidosis: Value of Cocar- 
boxylase in Treatment. I. C. Gilliland and M. M. Martin.—p. 14. 
Oral Penicillin in Children. S. A. Doxiadis, J. L. Emery and S. M. 

Stewart.—p. 16. 
Instillation of Streptomycin into Pericardial Sac in Tuberculous Peri- 
carditis. R. P. K. Coe.—p. 18. 


Journal of Clinical Pathology, London 


3:301-400 (Nov.) 1950 


*Laboratory Diagnosis of Haemophilia. C. Merskey.—p. 301. 

Common Causes of Lymphopenia. A. J. Shillitoe.—p. 321. 

Plasma Viscosity. J. S. Lawrence. 32. 

Creatine and Guanidoacetic Acid Metabolism in Pituitary Disease. J. N. 
Cumings.—p. 345. 

Some Effects of Nitrates in Bacteriological Media. G. T. Cook and 
R. Knox.—p 

Plate Test for "Nitrate Reduction. G. T. Cook.—p. 359. 

Destructive Effect of Traces of Zinc Salts on Complement. A. E. Wil- 
kinson.—p. 363. 


Diagnosis of Hemophilia.—The laboratory diag- 
nosis of hemophilia is not as simple as has been assumed. Many 
patients with a familial and clinical history resembling hemo- 
philia have typical laboratory findings, yet in other apparently 
similar cases it is difficult to obtain laboratory confirmation of 
the disease. Merskey studied the diagnostic value of the various 
pathological findings in hemophilic patients. A total of 54 pa- 
tients were seen and examined, and the records of an additional 
18 were analyzed. In 28 of the 72 patients no family history of 
hemophilia could be elicited. Although the lengthening of the 
coagulation time remained a valuable diagnostic sign, a normal 
coagulation time by no means excluded the presence of hemo- 
philia. The Lee and White method of measuring the coagula- 
tion time was adequate, provided the technique was correct. 
The Dale and Laidlaw technique was a little less reliable, but 
much information was obtained from its use. Quick’s test for 
hemophilia was found to be of slight diagnostic value. The 
measurement of the prothrombin consumption defect was a 
useful confirmatory test of hemophilia. The greatest informa- 
tion was obtained when this was measured on the serum from 
whole clotted venous blood. Serum from capillary blood was 
of value only in patients with prolonged coagulation time. 
Serum from _recalcified citrate plasma was intermediate in 
value between these two. In doubtful cases, titration of the 
amount of antihemophilic globulin in the plasma was of great 
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value in diagnosis. By the use of all these tests three grades of 
hemophilia were distinguished, but the grades were not clearly 
defined, and intermediate cases existed. This gradation was re- 
flected in both the clinical and the laboratory manifestations of 
the disease. The degree of the defect in any one case seemed 
to remain constant over long periods of time and was constant 
in a family even over several generations. 


Journal of Laryngology and Otology, London 
64:731-802 (Dec.) 1950 


Radiotherapy in Cancer of Larynx: Observations on Choice of Treatment. 
Vv. E. Negus.—p. 731. 
Achalasia of Cricopharyngeal Sphincter: Record of Cases, with Profile 
Pharyngograms. N. Asherson.—p. 747. 
Rehabilitation of Patients Following Surgical Removal of Larynx. 
Mason.—p. 759. 


Lancet, London 
1:1-64 (Jan. 6) 1951 


Recent History of Coronary Disease. J. N. Morris.—p 
bap, ag Treatment of Perforated Ulcers: Further = H. Taylor. 


chvineti Treatment of Perforated Peptic Ulcer. J. R. St. G. Stead. 
12 


Measurement of Heart Size. G. Bourne and B. G. Wells.—p. 17. 

Diaminodiphenylsulphone in Treatment of Leprosy. J. Lowe.—p. 18. 

Haemolytic Anaemia During Treatment of Leprosy with Diaminodiphenyl- 
sulphone by Mouth: Report of Case. K. Ramanujam and M. Smith. 


—p. 21. 
Effect of Postoperative Bed Rest and Early Ambulation on Rate of 
Venous Blood-Flow. H. P. Wright, S. B. Osborn and D. G. Edmonds. 


—p. 22. 

ae on Transmission of Colds. C. H. Andrewes, J. E. Lovelock 
T. Sommerville.—p. 25. 

Socteriat Variants in Patients Treated with Chloramphenicol. A. Voureka. 
27. 


Production of Bacterial Variants in Vitro with Chloramphenicol and 
ific tiserum. A. Voureka.—p. 28. 


Aspiration Treatment of Perforated Ulcers.—Taylor reports on 
73 patients with perforated peptic ulcer treated by the aspira- 
tion method. In the absence of treatment, death is ordinarily 
caused by absorption of toxins from the infected peritoneal 
fluid. Three degrees of the toxic state may be distinguished as 
follows. In the first stage infection has not yet taken place and 
there is therefore no toxicity. The author prefers to keep the 
stomach empty by aspiration and allow it to close itself. In the 
second stage, ordinarily at about 12 hours, infection is estab- 
lished and toxic absorption has commenced, but there is still 
time to arrest the infection by antibiotics, and one can still rely 
on natural processes to eliminate the toxins—provided no rein- 
fection occurs. Reinfection can be prevented if the stomach is 
kept empty by aspiration, and when the patient is a serious 
surgical risk this may be the best course. In a healthy subject, 
Operation to suture the perforation and to allow proper toilet 
of the peritoneal cavity may well assure smoother and safer 
convalesence. In the third stage, ordinarily at 24 hours, the 
system is overwhelmed with toxins from the flooded peritoneal 
cavity. The patient is too ill for full-scale operation, but the 
pelvis and renal pouches can be drained through small incisions 
with the patient under local anesthesia, while reinfection from 
the perforation is prevented by continuous aspiration of the 
stomach. The author uses aspiration in all suitable cases but is 
prepared to use surgery if the need arises. Seven of the 73 
patients died, two of them through swallowing air, while the 
five other deaths were not related to the method of treatment. 
It appears that the risk from escape of air through an unsealed 
perforation is not great for 24 to 48 hours, provided the fluid 
contents of the stomach are removed by the indwelling tube. 
But once a considerable amount of air has escaped operation 
should be done immediately. With one doubtful exception, no 
patient admitted as a surgical emergency died. Several patients 
were saved by aspiration who might not have survived opera- 
tion. Emptying of the stomach removes the necessity of im- 
mediate operation and allows time for each case to be consid- 
ered on its merits. No patient should blindly be subjected to 
immediate operation. The first step in treatment of perforated 
ulcer under any circumstances is prompt evacuation of the 
stomach. In the further treatment of most perforations, con- 
tinued aspiration of the stomach is the method of choice, oper- 
ation being reserved for special circumstances. 
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Conservative Treatment of Perforated Peptic Ulcer.—Stead re- 
ports 71 patients with perforated peptic ulcer, 50 of whom were 
treated conservatively with aspiration of the stomach, anti- 
biotics and control of ileus, while 21 were treated surgically. 
Death occurred in five of the 50 patients treated conservatively, 
and four of these five were judged unfit for operation. With 
conservative treatment, routine radiographic examination is es- 
sential. Cases of generalized peritonitis in which free gas is 
absent and those in which free fluid is demonstrated, re- 
quire particularly careful assessment. Conservative treatment is 
practicable without specialized facilities, but constant supervi- 
sion by an experienced surgeon is necessary, notably during the 
first six hours, by the end of which time it is usually possible 
to tell whether this method is succeeding. The conservative 
method is still on trial, and the indications for its use are not 
yet established. 


Medical Press, London 


224:609-628 (Dec. 27) 1950. Partial Index 


Lesions of Vulva. W. Hunter.—p. 613. 

*Malignant Melanoma and the Mole. R. W. Raven.—p. 620. 
Deterioration of Voice. W. O. Lodge.—p. 622. 

Sight and Vision. J. Y. Dent.—p. 625. 


Melanomas and Moles.—Raven gives brief histories 
of four patients that illustrate the changes that may occur in 
moles under various circumstances. In two of the patients, 
malignant melanoma developed after a mole had been trauma- 
tized. In another patient, the ill effects of treatment with carbon 
dioxide snow and electrolysis are pointed out. The recurrence 
that followed pregnancy in one of the first two cases suggests 
the possible influence of endocrine activity. In the fourth case, 
for unknown reasons, a quiescent mole suddenly became ma- 
lignant and metastasized. In discussing these cases, the author 
stresses the high incidence of trauma in precipitating malig- 
nancy in a mole. When malignant degeneration takes place, 
the mole may increase in size, become raised from the skin 
surface and may become deeply pigmented. It becomes in- 
flamed, shows a moist surface and bleeding may occur. Some- 
times a black spot appears in the mole. Occasionally a number 
of pigmented nodules develop around it. The lesion becomes 
ulcerated, and, as the disease progresses, the regional lymph 
nodes become involved, but there is no relation between the 
size of the primary lesion and the degree of involvement of the 
regional lymph nodes; indeed, the first sign of malignancy in a 
mole may be the development of lymph node metastases. The 
only hope for a patient with malignant melanoma is a radical 
surgical operation. The tumor is radioresistant. The first opera- 
tion must be a radical procedure embracing the primary lesion 
and the regional lymph nodes. 


Practitioner, London 
165:567-658 (Dec.) 1950. Partial Index 


MEDICAL ASPECTS OF ATOMIC WARFARE 

Morale: An Exercise in Preventive Medicine. E. R. Carling.—p. 571. 
Simplified Account of Atomic Radiation Physics. G. J. Neary.—p. 575. 
Action of Radiation on Tissues. R. H. Mole.—p. 580. 
Morbid Anatomy of Irradiation Injuries. A. Sachs.—p. 584. 
Radiations and Genetics. D. G. Catcheside.—p. 590. 
Assessment of Possible Casualties and Damage. E. Leader-Williams and 

J. Smith.—p. 594. 
Casualty Service. C. Frankau.—p. 603. 
Treatment of Radiation Casualties. J. F. Loutit and W. d’A. Maycock. 


—p. 607. 

Treatment of Flash-Burns. J. P. Bull.—p. 615. 

Monitoring Instruments and Their Use in Civil Defence. A. E. Martin. 
—p. 619. 


Tubercle, London 
31:271-294 (Dec.) 1950 


Tuberculosis in Jersey. R. N. McKinstry.—p. 272. 

Rupture of Diaphragm as Cause of Spontaneous Pneumothorax Compli- 
cating Artificial Pneumoperitoneum. N. Wynn-Williams.—p. 280. 

Some Notes on Methods of PAS Dosage and on Influence of PAS Intake 

5 

C. Hesling and E. H. 

Mass X-Ray Surveys of General Pohiie FR. D. Beddard.—p. 286. 

Note on Tuberculosis and Its Control in Colony of Singapore. W. J. 
Vickers.—p. 289. 
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Acta Endocrinologica, Copenhagen 
5:327-432 (No. 4) 1950. Partial Index 


Metabolic Studies with ACTH Protein. R. Luft, B. Sjégren and Choh 
Hao Li.—p. 327. 

*The Whale Hypophysis with Special Reference to Its ACTH Content: 
Preliminary Report. H. Hennings.—p. 376. 

*Acromicria, An Interesting Clinical Picture. O. Helve.—p. 387. 

Sheehan’s Syndrome. J. Lovset.—p. 397. 


ACTH Content of the Whale H udies on 56 fin 
whales and blue whales suggest that the whale piteXary should 
prove a valuable source of pituitary adrenocorticotropic or- 
mone (ACTH) not only for experimental work but possibly also 
for clinical use. In one experiment whale hypophyses yielded 
about one-fifth the amount of this hormone that is obtained 
from corresponding quantities of fresh hog pituitary tissue 
when the method described by Fishman was used; on the 
other hand, the biological activity of the whale pituitary ad- 
renocorticotropic hormone was about three times as high as 
that of hog pituitary hormone. Since the anterior and posterior 
lobes of the whale hypophysis are easily separated (which is 
difficult with hog pituitaries) it is possible to omit the purifica- 
tion for hormones of the posterior lobe, which would further 
increase the yield of adrenocorticotropic hormone and give a 
product of great purity. If we assume that the average weight 
of the whale hypophysis is about 25 Gm., then there should be 
about 400 Kg. of whale hypophysial tissue available every 
year, (from the 16,000 whales killed annually), and this would 
yield at least 400 Gm. of pituitary adrenocorticotropic hor- 
mone. It is likely that the yield will be greatly increased by 
improved methods of extraction and purification. Pituitary 
adrenocorticotropic hormone from whales may also be of value 
in the study of antihormone formation during long periods of 
treatment with pituitary adrenocorticotropic hormone. 


Acromicria.—Helve says that although acromegaly is well 
known, its opposite, acromicria, is rarely reported. After briefly 
reviewing cases described earlier, he describes two cases of his 
own. In the first case the cause of the reduced production of 
somatotropin by the anterior pituitary was uncertain. Grafting 
of a calf pituitary into the pectoral muscle produced much 
improvement. The feeling of tightness under the chin disap- 
peared, and the hands felt warmer and were more supple than 
previously. Their color also improved. The blue tinge of the 
feet disappeared; they became warm, and cramps subsided. 
The extreme fatigue and the feeling of oppression also sub- 
sided. All these improvements were still evident four months 
after the pituitary implantation. In the second patient some of 
the symptoms may have been due to previous polyarthritis, but 
acromicria appeared to be a contributing factor. The rheumatic 
infection may have inhibited the secretion of pituitary somato- 
tropin, possibly by producing thrombi and embolisms. Helve 
believes that acromicria is actually not as rare as the scanty 
literature seems to indicate. He believes that probably the ma- 
jority of cases have been diagnosed as a sclerodermia syndrome 
or as sclerodactylia or acrosclerosis. 


Angiologia, Barcelona 
3:1-50 (Jan.-Feb.) 1951. Partial Index 


*Posterior Tibial Neurectomy in Plantar Thromboangiitic Ulcer. F. Mar- 
torell.—p. 1. 


Posterior Tibial Neurectomy in Plantar Thromboangiitic Ul- 
cer.—During the last 22 years, 103 patients with plantar ulcers 
from thromboangiitis obliterans were observed at the Polyclinic 
Institute of Barcelona. Neurectomy of the posterior tibial nerve 
alone or followed by neurectomy of the anterior tibial nerve 
was performed in 17 cases. In five of these patients a previous 
unilateral or bilateral lumbar sympathectomy had failed. The 
author describes the technique of posterior tibial neurectomy. 
In selected cases of plantar thromboangiitic ulcer the operation 
resulted in immediate control of pain and in rapid healing of 
the ulcers. The good results are permanent. In cases of plantar 
thromboangiitic ulcer the posterior tibial nerve is enlarged to 
twice its normal size. It has been observed that the greater the 
enlargement of the nerve the better the results of the operation. 
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However, it has the disadvantage of producing permanent anes- 
thesia of the sole of the foot. Posterior tibial neurectomy is 
absolutely indicated in all cases of plantar tromboangiitic ulcer 
after failure of lumbar sympathectomy. 


Deutsche medizinische Wochenschrift, Stuttgart 
75:1709-1740 (Dec. 22) 1950. Partial Index 
Function Test of Endocrine System, E. Schliephake.—p. 1709. 
Intrahepatic Obstructive Jaundice in Arsphenamine Therapy. H. Ellegast 
and H. Thaler.—p. 1713. 
Glycogen and Its Effect on Liver Metabolism in Normal and Diabetic 
Persons. A. Beringer.—p. 1715. 
*Anatomicopathological Picture of Chronic Myelosis Treated with Urethane. 
Masshoff and W. Heinzel.—p. 1722. 

Chronic Myelosis Treated with Urethane.—Necropsy was per- 
formed on three women and one man with chronic myelosis. 
two of whom had been treated with roentgen irradiation and 
urethane, while two were treated exclusively with urethane for 
prolonged periods of time. The anatomicopathological picture 
varied greatly. Signs of remission, i. e., of retrogression of leu- 
kemic proliferation, were missing in one case but were pro- 
nounced in the other cases, with resulting osteosclerosis in two. 
The mode of the retrogression was explained in one case as 
follows: The leukemic proliferations disappear from the sinu- 
soids and from the reticular tissues. This process may be asso- 
ciated with reparatory proliferation of connective tissue. In all 
cases the proliferating cells, including the myeloid stem cells 
and those forming connective tissue, showed atypical features. 
Urethane is considered responsible for the tendency to dediffer- 
entiation of the proliferating cells. These atypical features are 
the expression of changes in the process of cell life, which are 
of catabiotic type as demonstrated by their morphological man- 
ifestations and biologic behavior. 


Journal de Chirurgie, Paris 
66:845-992 (Dec.) 1950 
Robineau’s Operation for Recurrent Dislocation of Shoulder. Huguier 
and Chatain.—p. &45. 
Surgical Treatment of Inguinal Hernia wita Parietal Aplasia. H. Fruchaud 
and P.-R. Bréger.—p. 851. 

*Peptic Disease of Esophagus in Adults. C. Couinaud.—p. 866, 

Peptic Disease of Esophag According to Couinaud, peptic 
disease of the esophagus no longer seems so rare as it has been 
considered. The disease is characterized by lesions in the lower 
third of the esophagus, exactly above the cardia, at the contact 
with the gastric mucosa. Two types of anatomic lesions may be 
observed, as follows: peptic ulcer of the esophagus whose as- 
pect resembles closely that of gastroduodenal ulcer, and peptic 
esophagitis with characteristically diffuse lesions involving the 
entire lower third of the esophagus. The disease occurs twice as 
often in men as in women, with the highest incidence in the age 
groups between 40 and 60 years. Seven patients, six men and one 
woman, are reported, two with primary ulcers of the esophagus, 
four with esophagitis occurring after the Heyrowski or Heineke- 
Mikulicz operations for megaesophagus and one with esophageal 
stenosis after gastrectomy for perforated gastric ulcer. Complete 
recovery resulted from esophagogastrectomy in the first case and 
from resection of one third of the esophagus and esophagogas- 
trostomy in the second case. Immediate relief from pain and 
disappearance of the esophageal syndrome resulted from gas- 
trectomy in the third patient on whom Heyrowski’s operation 
had been performed previoulsy, but the follow-up period is still 
too short for definite evaluation. Only temporary improvement 
of three months’ duration resulted from esophagogastric resec- 
tion followed by esophagogastric anastomosis in one of the 
three patients with Heineke-Mikulicz cardioplasty; recurrent 
ulcerative esophagitis required removal of the anastomosis and 
construction of a prethoracic esophagus. In the patient with 
esophageal stenosis, Heller’s operation failed. Medical treat- 
ment with alkalies, atropine and amino acids induced slow 
improvement within four months. It is difficult to formulate 
definite indications for any one of the operations, since they 
were not performed in a sufficient number of cases. It seems, 
however, that extensive gastrectomy, with its minimal operative 
risk, might be considered as the basic surgical intervention in 
peptic disease of the esophagus that has proved refractory to 
medical treatment. 
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Klinische Wochenschrift, Heidelberg 
29:1-32 (Jan. 1) 1951. Partial Index 


Formation of Cerebrospinal Fluid in the Lumbar Space Demonstrated 
by the Radioactive Sodium Isotope Na*™. O. Eichler, F. Linder and 
K. Schmeiser.—p. 9. 

Pathogenesis of Erythroblastosis Demonstrated on Mothers Immunized 
Against Blood Group. A. W. Spielmann.—p. 13. 

*Pathogenesis of Cyanosis in Congenital Heart Disease. C. W. Hertz. 

15 


—p. 15. 

Etiology of Endangiitis and Arteriosclerosis Obliterans. E. A. Schrader 
and A. Westphal.—p 

The Electroencephalogram | in Infants. E. Schiitz and H. W. Miller. 


—p. 20. 

New Electroencephalographic Sign of Hyperexcitability of Central Nervous 
System. E. Schiitz and H. W. Miiller.—p. 22. ° 

Changing Adrenaline Arterenol Quotient in Urine in Presence of Pheo- 
chromocytoma. E. Carl, G. Hildebrand and P. Marquardt.—p. 24. 


Pathogenesis of Cyanosis in Congenital Heart Disease.—Ac- 
cording to Hertz, cyanosis develops in patients with congenital 
heart disease when a certain concentration of reduced hemo- 
globin is present in the capillaries (about 5 Gm. of reduced 
hemoglobin in each 100 cc. of capillary blood). The concentra- 
tion of the reduced hemoglobin is determined by the size of 
the arteriovenous shunt in the heart, the degree of the deficit 
in the oxygenation of the blood emerging from the lung, the 
difference between the oxygen content of the arterial and 
venous bloods and the total hemoglobin content. It is thus im- 
possible to deduce the size of the shunt from the degree of 
cyanosis. The author describes two cases in which the admix- 
ture of venous with arterial blood did not produce polycy- 
themia, but rather an increase in the circulatory velocity; that 
is, the time unit, not the volume unit was instrumental in the 
compensatory increase in oxygenation. 


Minerva Medica, Turin 


41:1143-1172 (Dec. 1) 1950. Partial Index 


*Liver Puncture Biopsy in Diagnosis of Primary Cancer of Gallbladder. 
M. Banche and M. Fazio.—p. 1167. 


Liver Puncture Biopsy in Primary Carcinoma of Gallbladder.— 
According to Banche and Fazio, the diagnosis of primary car- 
cinoma of the gallbladder is difficult. Frequently, the bladder 
is not visualized during repeated cholecystographic examina- 
tion. A technique for liver puncture biopsy, which is simple 
and harmless, is described in the literature by Eversen and 
Rohobu. Banche and Fazio modified the movement of aspira- 
tion so that biopsy material might be obtained from the gall- 
bladder. In the case reported by the authors, a diagnosis of 
primary carcinoma of the gallbladder was made by the results 
of histological examination of the gallbladder biopsy specimen. 
It was confirmed by the histological examination of prepara- 
tions from the gallbladder taken during a necropsy. 


Nordisk Medicin, Stockholm 


44:1951-1978 (Dec. 15) 1950. Partial Index 


*Electrocardiogram in Severe Acute Barbiturate Intoxication. A. Kirke- 
gaard and S. Ngrregaard.—p. 1954. 

Encephalitis of Lower Brain Stem. F. Mdller.—p. 1959. 

*Cardiac Infarction at Unusual Age. B. von Ahn.—-p. 1963. 

Postural Hypotension with Changes in Central Nervous System and Injury 
of Bone Marrow. H. E. Meema.—p. 1966. 

Dosage in Electroshock and Insulin Therapy. E. Hasché.—p. 1969. 


Electrocardiograms in Acute Barbiturate Intoxication.—Re- 
peated electrocardiographic examinations were made in 54 pa- 
tients admitted in an unconscious state as a result of barbiturate 
poisoning. Patients with cardiac or circulatory disease, patients 
treated with digitalis or strophanthin and patients who had 
taken other drugs were excluded. In 33 patients the electrocar- 
diograms were definitely abnormal; in six they were doubtful. 
The patients with definite electrocardiographic changes had on 
the average had much larger doses of the drug than the other 
patients, and they were unconscious longer. The changes con- 
sisted almost entirely of flattened or inverted T waves or de- 
pressed S-T segments; in some instances pathologically high P 
waves were recorded. The authors say the changes may pre- 
sumably be ascribed to oxygen deficit of the myocardium due 
to secondary circulatory shock or accumulation of secretion in 
the upper respiratory passages or Rihl’s edematous swelling. 
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The signs of oxygen deficiency in some cases without circula- 
tory shock might indicate that the oxygen deficit was primary 
and the shock secondary. Cyanosis was sometimes seen before 
development of electrocardiographic changes. To what extent 
the changes may depend on a direct barbiturate effect on the 
heart musculature is not known. In the surviving patients the 
electrocardiographic changes always disappeared. 

Cardiac Infarction at an Unusual Age.—Von Ahn says that 
cardiac infarction before the age of 30 and after 80 is rare. 
He reviews the literature and describes three cases from his 
own practice. The first and third cases, in a girl aged 17 and 
a woman aged 83, respectively, clinically and electrocardio- 
graphically showed typical coronary infarcts; both patients are 
now well. The second case, in a woman aged 23, admitted with 
symptoms of acute pulmonary edema, was fatal. Necropsy re- 
vealed a thrombus or, possibly, an embolus in the left coro- 
nary artery and myocardial infarction. 


Rev. Asociacién Médica Argentina, Buenos Aires 


64:501-544 (Nov. 15-30) 1950. Partial Index 


*Virus Pneumonia in Infants. J. P. Garrahan and R. R. L. Sampayo 
—p. 506. 


Virus Pneumonia in Infants.—Primary atypical pneumonia of 
newborn infants and of very young infants is a serious epi- 
demic virus disease that usually occurs during epidemics of 
this disease in adults and children. The disease begins as a 
simple respiratory catarrh, followed in two or three days by 
fever and acute bronchitis with severe expiratory dyspnea and 
persistent cyanosis. The Mantoux test is negative. In the acute 
period auscultation of the chest gives negative results, but 
percussion shows large areas of hyperresonance. The roentgen 
shadow is typical of obstructive emphysema, with the lungs 
hyperdistended and the thorax in the position of forced in- 
spiration. The acute phase of the disease lasts 10 days to four 
weeks, during which time acute infections and respiratory 
or gastrointestinal complications are most frequent. Mainte- 
nance of nutrition and prevention of complications are of the 
utmost importance. Penicillin seems to be of little benefit, 
but according to the literature aureomycin, chloromycetin® and 
terramycin may be of some value. In the authors’ experience 
aureomycin seemed to produce some improvement. 


Revista Chilena de Pediatria, Santiago 
21:481-520 (Nov.) 1950. Partial Index 
*Treatment of Purulent Meningitis in Infants Without Use of Intraspinal 
Route. C. Aguilo and J. Meneghello.—p. 486. 

Purulent Meningitis in Infants.—Nineteen infants with purulent 
meningitis were treated with sulfathiazole combined with peni- 
cillin and/or streptomycin. The group included two newborn 
infants, 4 and 7 days old and infants up to the age of 1 year. 
Sulfathiazole was given by mouth in daily doses of 0.30 to 
0.50 Gm. per kilogram of body weight. The daily dose was 
divided into six equal parts and administered every four hours. 
Penicillin and streptomycin were given intramuscularly in daily 
doses of 50,000 to 100,000 units of penicillin and 50 to 100 
mg. of streptomycin per kilogram of body weight. The anti- 
biotics were given in divided doses at intervals of three hours. 
After identification of the causal bacteria in the cerebrospinal 
fluid the treatment continued with sulfathiazole and penicillin 
in pneumococcic meningitis and with sulfathiazole and strep- 
tomycin in meningitis due to Pfeiffer bacillus. The aforemen- 
tioned treatment was well tolerated, and all the patients recov- 
ered. Two infants had transient hydrocephalus during the acute 
stage of the disease, and one had moderate right hemiparesis. 
Two infants had residual severe neurological damage and died 
later, due to intercurrent infections. One patient was left with 
communicating hydrocephalus. Two newborn babies with men- 
ingitis due to enteric organisms recovered. The authors con- 
clude that the intraspinal route for the administration of strep- 
tomycin and penicillin is not necessary in the treatment of 
purulent nonmeningococcic meningitis in infants. The anti- 
biotics and sulfonamides must be given in high doses, and the 
combined treatment must be prolonged for an average of 10 
days after clinical cure and improvement of the cerebrospinal 
fluid. 
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Revista Médica de Chile, Santiago 


78:707-748 (Nov.) 1950. Partial Index 


*Chronic Hemolytic Anemia with Paroxysmal Nocturnal Hemoglobinuria 
(Marchiafava-Micheli Disease). C. Larrain, A. del Solar, A. Maccioni 
and A. Pérez.—p. 735. 


Paroxysmal Nocturnal He with Hemolytic 
Anemia.—In this rare disease, hemolysis is due to a primary 
abnormality of the erythrocytes that makes them susceptible to 
injury by a thermolabile factor in the patient’s blood serum. 
However, the blood serum of these patients does not hemolyze 
the erythrocytes of normal persons. The symptoms of the dis- 
ease and the hematological changes are those of chronic 
hemolytic anemia. Recurrent crises of nocturnal hemoglobi- 
nuria appear without apparent cause. They last for days or 
weeks. The diagnosis is made by the following characteristics: 
(1) the coexistence of chronic hemolytic anemia with leuko- 
penia, progressive neutropenia, increasing hemoglobinemia, 
nocturnal hemoglobinuria and hemosiderinuria; (2) the normal 
resistance of the patient’s erythrocytes to hypotonic saline solu- 
tions and (3) the positive results of Ham-Horack’s test or its 
modification by Dacie. The Ham-Horack test consists in the 
investigation of hemolysis of the patient’s erythrocytes when 
they are placed in acidified blood serum of normal persons. 
The results of the test are positive when great hemolysis occurs. 
Dacie’s modification consists in inactivation of the normal 
blood serum at 56 C. before it is acidified. Lack of hemolysis 
of the erythrocytes of the patient constitutes a positive result. 


.The two patients on whom the authors report were adults 


with subclinical jaundice but without splenomegaly. The 
hemogram at the beginning of the disease showed leukopenia, 
neutropenia and reticulocytosis, which disappeared by the 
end of the disease. The myelogram showed normal production 
of reticuloendothelial cells, granulocytic hypoplasia and eryth- 
roblastic hyperplasia associated with pronounced reticulocyto- 
sis. In the course of the disease, the patients suffered from (1) 
phlebitis and an intractable chronic ulcer of the leg and (2) 
an acute infection of the leg and acute moniliasis of the mouth 
and pharynx respectively. The treatment, which consisted of 
repeated blood transfusions, iron, subcutaneous injections of 
pilocarpine in daily doses of 3 mg. for 10 days and adminis- 
tration of drugs to control infection, was of no avail. The num- 
ber of erythrocytes diminished in one case from 3,900,000 to 
700,000 per cubic millimeter. In the other case it varied from 
2,000,000 to 1,000,000 per cubic millimeter. By the end of 
the disease the hemogram showed pronounced myelosis. The 
patients survived one and three years, respectively, after the 
onset of disease. Necropsy was done in one case. Deposits of 
hemosiderin were encountered in the convoluted tubules of the 
kidney and the reticuloendothelial cells of the liver and the 
spleen. 


Revue Médicale de Liege 


6:21-48 (Jan. 15) 1951. Partial Index 


*Cancer of the Thyroid. P. Desaive and J. Closon.—p. 21. 
Chemotherapy and Chemoprophylaxis of Malaria. G. Neujean.—p. 31. 


Cancer of the Thyroid.—According to Desaive and Closon, 
the incidence of cancer of the thyroid represents a little more 
than 1 per cent of various cancers and about 2.7 per cent 
of all diseases of the thyroid. Many cases of cancer of the 
thyroid escape clinical observation. The average age of patients 
with this disease is 55 to 60. The age distribution of cancer of 
the thyroid is similar to that of other cancers. The disease 
has a better prognosis in children than in adults, and the 
chances of survival after treatment diminish greatly in an older 
patient. Cancer of the thyroid in women is sometimes asso- 
ciated with more or less complete cessation of sexual functions. 
Pregnancy seems to aggravate it. The disease in men is less 
frequent but more dangerous. The fact that the relative pro- 
portion of cancer and goiter is not the same in the two sexes 
is regarded by the authors as evidence that cancer does not 
regularly arise from a goiter. Kacial factors have no influence 
on cancer of the thyroid, while heredity seems to have some. 
Cancer of the thyroid is rarely associated with any other can- 
cer, although several combinations of other lesions of the 
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thyroid with various cancers have been observed. Systemic dis- 
eases or affections of the thyroid do not appear to be causative 
factors in the production of cancer of the thyroid, but they 
appear at times to accelerate its growth. 


Schweizerische medizinische Wochenschrift, Basel 


80:1373-1404 (Dec. 30) 1950. Partial Index 


*New Methods of Treatment of Eclampsia and Preeclampsia: Blockade 
of Renal Region and of Stellate Ganglion. K. J. Anselmino.—p. 1373. 

Treatment of Cancer and of Metastases of Thyroid Origin with Radio- 
active Iodine. J. Chester, P. Lerch and A. Vannotti.—p. 1377. 

Clinical Documents Concerning Part Played by Hypophysis in Diabetes 
Mellitus. J. P. Hoet.—p. 1381. 


Treatment of Eclampsia and Preccl ia.— A ding to 
Anselmino, vasoconstriction of the renal and cerebral vessels 
as well as a disturbance of the excretion of urine plays an 
important part in the pathogenesis of preeclampsia and eclamp- 
sia. Treatment of these functional disturbances with procaine 
hydrochloride block of the renal and adrenal region, as well 
as of the stellate ganglion and of the lower cervical sympa- 
thetic nerves, was given a trial. The author’s observations on 
64 pregnant women who had moderately severe hypertension, 
preeclampsia and eclampsia and observations reported in the 
literature suggest that additional experience with these new 
methods is necesary, although the following conclusions already 
seem to be justified: Abnormally high blood pressure may be 
lowered significantly (30 to 100 mm. of mercury) by effective 
procaine block of the renal region in the great majority of 


the patients; in addition, the disturbance of urinary excretion — 


may be improved and convulsions and unconsciousness may 
subside in some cases of eclampsia. Procaine block of the 
stellate ganglion and the lower cervical sympathetic nerves 
proved effective against the subjective complaints of women 
with preeclampsia, i. e., against headache, visual disturbances 
and nausea, which usually disappeared immediately. Lowering 
of high blood pressure may also be achieved by blocking of 
the stellate ganglion and the lower cervical sympathetic nerves, 
but to a lesser degree than by renal block. Combined block 
of the renal region and of the stellate ganglion and lower 
cervical sympathetic nerves appears advisable in the large 
majority of cases of preeclampsia and eclampsia. Experience 
so far indicates that the mortality rate of eclampsia can be 
greatly reduced and that the occurrence of eclampsia can be 
prevented in cases of preeclampsia. 


81:1-24 (Jan. 6) 1951. Partial Index 


*Terramycin in 2 hemo Clinical Observations. G. Bickel and 
H. Plattner.—p. 1 

*Recurrences of Goiter. M. 

Change of Sex in Hermaphroditism. J. R. Dreyfus.—p. 6. 


Terramycin in Therapeutics.—The therapeutic effectiveness of 
Terramycin was tested in 50 patients with various diseases. 
After an initial oral dose of 0.5 to 1.0 Gm. of this drug, adult 
patients were given 2.0 to 3.0 Gm. daily in three to six divided 
doses according to the severity and type of the infection. After 
two days of normal temperature, the daily dose was reduced 
to 1.0 to 1.5 Gm. Children were given daily doses of 0.75 to 
1.0 Gm. Highly satisfactory results were obtained in pneu- 
mococcic pneumonia and bronchopneumonia, various types of 
atypical pneumonia, Q fever, urinary infections due to Es- 
cherichia coli and Enterococcus, general or local infections due 
to Streptococcus or Staphylococcus aureus, brucellosis, per- 
tussis, impetigo, gonorrhea and pleurisy. Contradictory results 
were obtained in thrombophlebitis and herpes zoster. Ter- 
ramycin proved effective in some cases in which sulfonamide 
compounds, penicillin and streptomycin had failed. Secondary 
effects, such as nausea, vomiting, diarrhea, acute abdominal 
pain and mild pruritus, were seen only occasionally and were 
of little importance. They necessitated the discontinuation of 
treatment in only two cases. 


Recurrences of Goiter.—Richard reports a recurrence of goiter 
in 5.9 per cent of 5,350 patients previously subjected to sur- 
gery. Relapse occurred most frequently after 15 to 20 years, 
in middle aged patients, mainly women. Thirty-one patients 
had more than one recurrence; four patients had four recur- 
rences. Factors in the operative technique that tend to prevent 
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a recurrence are routine resection of both lobes; extensive inter- 
ruption of the arterial flow to the gland; thorough removal 
of adenomatous nodules, retromediastinal and intrathoracic 
portions of the goiter, the pyramidal lobe and occasional re- 
mains of the thyroglossal duct, and elimination of potential 
cavities when the goiter is sutured after resection. The reopera- 
tion is more serious than the first one because of greater 
chances of injury to the recurrent nerve, greater danger of 
tetany and more frequent necessity of tracheotomy. Mortality 
is about twice as high as in the first intervention, although 
it is still low. Toxic recurrences have the same incidence (9 
per cent) as after the first operation. Postoperative crisis did not 
appear, in contrast to an occurrence of 2 to 3 per cent in 
the first operation. Recurrences occur more frequently in en- 
demic regions. To prevent recurrences, patients have been 
given 3 drops orally of a 0.1 per cent solution of potassium 
iodide daily. Only 14 patients (0.26 per cent) so treated after 
operation have had recurrences. 


Ugeskrift for Laeger, Copenhagen 
112:1655-1684 (Nov. 30) 1950 


*Treatment of Chronic Gastric and Duodenal Ulcers with Large Doses 
of Bismuth: II, Late Results. S. Skemp.—p. 1655. 


Large Doses of Bismuth in Peptic Ulcer.—Follow-up exami- 
nation was made in 376 patients with advanced chronic gastric 
or duodenal ulcers with pronounced roentgenologic changes 
treated with 10 Gm. bismuth subcarbonate three times daily 
for two months, 10 Gm. twice daily for two months and then 
10 Gm. once daily for two months. Skemp states that the 
treatment usually resulted in rapid freedom from symptoms, 
most often in the course of a few days, even in outpatients. 
Few relapses occurred in the first six months, and there were 
many in the following six months to two years but significantly 
fewer than with the ordinary ulcer treatment. In the follow- 
ing years, there was a slow and even decline in the number 
of patients free from symptoms. The results, however, were 
much better than those recorded in the usual ulcer statistics, 
especially in the 79 patients observed for the longest period 
(10 to 15 years), of whom 31.6 per cent were still free from 
symptoms. Manifest bleeding occurred in only 3.2 per cent 
after bismuth treatment, as against 22.2 per cent before the 
treatment. A quickly instituted bismuth treatment of shorter 
duration can control most recurrences. Continuous bismuth 
treatment seems greatly to increase chances of permanent 
freedom from symptoms. In most cases, ambulant treatment 
was possible. Surgery is usually indicated when a deep, pene- 
trating ulcer is revealed roentgenologically. In chronic ulcers 
with pylorospasm, a course of bismuth treatment is justifiable, 
but if there is a single pronounced recurrence during therapy 
or repeated recurrences when bismuth treatment is discon- 
tinued, operation should be considered, especially if the patient 
desires it. The social indication for operation depends mainly 
on the patient’s ability to work. A particularly long history 
of symptoms, failure to respond to hospital treatment, earlier 
serious complications or a persisting niche are further indi- 
cations for surgical treatment. 


112:1711-1740 (Dec. 14) 1950 


*General Symptoms in Humeroscapular Periarthrosis. E. Meulengracht. 
—p. 1711. 
Splenomegaly, Pancytopenia and Splenogenic Depression of Bone Marrow: 
Case Treated with Splenectomy. F. Kissmeyer-Nielsen.—p. 1717. 
bee gees Crisis Simulating Acute Psychosis: Report of Two Cases. 
. Ostergaard Jensen.—p. 1721. 


General Symptoms in Humeroscapular Periarthrosis—In a 
study of 82 cases of humeroscapular periarthrosis treated in 
the Bispebjerg Hospital from 1945 to 1950 it was found that 
general symptoms in the form of initial diffuse pain, long- 
continued fever, increased sedimentation reaction, anemia, loss 
of weight, more extensive infiltration of the connective tissue 
and nervous symptoms were relatively frequent. Humeroscapu- 
lar periarthrosis is an enigmatic disorder; etiology and patho- 
genesis are unknown. Whether the cases with prominent general 
symptoms represent extreme cases of the usual humeroscapular 
periarthrosis or a special disorder is uncertain, since there is 

no sharp dividing line between the various types of cases. 
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BOOK REVIEWS 


Physical Diagnosis. By Ralph H. Major, M.D., Professor of Medicine, 
University of Kansas, Kansas City. Fourth edition. Cloth. $6.50. Pp. 446, 
with 469 illustrations. W. B. Saunders Company, 218 W. Washington Sq 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, W.C.2, 1951. 


This book is intended to be a textbook of physical diagnosis 
not a yearbook or an exhaustive encyclopedia. This edition 
has many alterations in the text, as well as new material and 
new illustrations. The author has retained his concise and 
clear manner of expression and has continued to use the 
delightful description of the old masters and pioneers in the 
field of physical diagnosis. The text starts with a short intro- 
ductory chapter, which should be of great interest to students 
and stimulating to physicians. The succeeding chapters cover 
inspection, palpation, percussion and auscultation of the lungs 
and heart, together with the physical findings in diseases of the 
lungs and heart. The abdomen and the extremities are ade- 
quately covered, as well as the examination of the nervous 
system. The material is well illustrated throughout with draw- 
ings and photographs. The final chapter discusses history tak- 
ing and recording. The book fulfills its purpose, and it is well 
written and edited. The information presented is accurate, and 
the bibliography offers supplementary reading for anyone wish- 


ing more detailed information. This is an excellent book for | 


both students and physicians. 


Recent Advances in Physical Medicine. Edited by Francis Bach, M.A., 
D.M., D.Phys.Med., Physician Rheumatic Unit, St. Stephen’s Hospital, 
Chelsea. Cloth. $4.50. Pp. 490, with 93 illustrations. The Blakiston Com- 
pany (Division of Doubleday & Company, Inc.), 1012 Walnut St., Phila- 
delphia 5, 1950 


Dr. Francis Bach of London is exceptionally well qualified 
to present the recent advances in physical medicine and reha- 
bilitation in England. He is well known as an able writer and 
orator, and he has chosen the 28 contributors wisely. They 
describe the rapidly growing specialty of physical medicine as 
it has developed in England more fully than has ever pre- 
viously been done. 

The book is a well organized, authoritative and properly 
balanced reference work which is divided into eight sections: 
(1) physics, anatomy and physiology, (2) physical methods, 
(3) the practice of physical medicine, (4) organization of a 
physical medicine department, (5) physical medicine in public 
health, (6) rehabilitation and resettlement, (7) the teaching of 
physical medicine and (8) an appendix containing discussions 
on rehabilitation of spinal injuries, postoperative breathing 
exercises and postural drainage. 

The editor and the various contributors have succeeded 
admirably in describing the recent advances in physical medi- 
cine in Great Britain and in indicating, as mentioned in the 
preface, that “the present trend is for physical medicine to 
progress along two important lines”: (1) the development and 
use of instruments of precision in diagnosis and therapy and 
(2) the organization and coordination of the work that is now 
termed “rehabilitation.” To develop these two phases of his 
work, the specialist in physical medicine must know and under- 
stand his patient “as a human being with mind, body and spirit, 
with his particular loyalties, frailties and inconsistencies, but 
inseparable from his environment.” And he must also have a 
special knowledge of biophysics and the technical ability to 
apply this knowledge. 

The type is clear and easily readable, the number of illus- 
trations and tables is adequate, and many of the chapters are 
well documented. There is an exceptionally fine chapter on 
electrodiagnostic methods by Bauwens and Richardson. One 
or two of the chapters by lay technical contributors are weak; 
the chapter on direct current, for example, still perpetuates the 
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error of speaking of “ion transfer” or “iontophoresis” as 
“jonization.” But the book as a whole is an extremely valu- 
able presentation. The section on rehabilitation and resettle- 
ment will be of especial interest to American physicians because 
the British are considerably ahead in the proper resettlement 
of convalescent seriously disabled or chronically ill patients. 

This fine reference work fills an important gap in the British 
literature on physical medicine because it is an up-to-date and 
comprehensive description of the entire field. It is presented 
in a manner not previously covered in any other textbook 
which has been prepared in England. This new book should 
be on the shelf of every physician specializing in physical 
medicine and will also be of great interest to specialists in 
orthopedics, neurology and psychiatry and rheumatology, as 
well as to technical workers such as physical therapists and 
occupational therapists. It will, in fact, prove valuable to any 
person who is interested in the applications of physics to medi- 
cine and in the rehabilitation of the disabled. Dr. Bach and 
his collaborators are to be congratulated on their fine con- 
tributions. The book is heartily recommended. 


Methods in Medicine: The Manual of the Medical Service of George 
Dock, M.D., Sc.D. By George R. Herrmann, M.D., Ph.D., Professor of 
Medicine, University of Texas Medical Branch at Galveston. Compre- 
hensive outline for clinical investigation, management, and treatment of 
Patients with various medical disorders. Second edition. Cloth. $7.50. 


488. C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 
1950. 


This book is presented as a festschrift in honor of Dr. George 
Dock who, 26 years ago, wrote the first edition. It is generally 
similar to other manuals of laboratory medicine. In addition to 
good descriptions of the usual clinical laboratory procedures 
and tests, however, there are several other sections that are 
unusual in such a volume. The first such section briefly con- 
siders history taking and physical examination. Another con- 
siders individually the special methods of clinical investigation 
for several different types of disease, for instance, infectious 
disease, hematological disorders and metabolic disorders. This 
section should prove particularly useful to students and house 
officers. 

The final sections are on therapeutic methods and include a 
chapter called “Dock’s Twenty Drugs.” These 20 drugs, or the 
groups they represent, have suffered greatly in the 50 years 
since they were selected. Dr. Herrmann considers each in turn, 
with its fate. Of the original 20, perhaps 10 are still in the 
forefront therapeutically: opium, iron, digitalis, salicylates, 
atropine, barbiturates, nitrites, sodium bicarbonate, male fern 
(aspidium) and vaccines. Of the other 10, some have become 
obsolete or of limited value, including arsenic, quinine, strych- 
nine, bromides, acetophenetidin (phenacetin®), mild mercurous 
chloride (calomel), bismuth and ipecac. Others are in use, but 
they are no longer used for their original purpose, as, for 
example, iodides and ammonium chloride. It is interesting that 
ether and chloroform are not included in Dock’s original list. 
In this modernized revival, the volume is again a useful guide 
to diagnosis. 


Modern Abnormal Psychology: A Symposium. Edited by W. H. Mike- 
sell, Cloth. $10. Pp. 880. Philosophical Library, Inc., 15 E. 40th St., New 
York 16, 1950. 


This comprehensive volume is designed to meet the interests 
of the general public and students of abnormal psychology, as 
a reference and source book concerning all the aspects of 
abnormal psychology. The chapters are presented by individual 
contributors accepted as leaders in the American field. His- 
torical background of mental disease is discussed. Diagnostic 
and therapeutic technics relating to the neuroses and the prin- 
cipal psychoses are presented. The several methods of present 
day psychiatric treatment, as practiced by the freudian, the 
nonfreudian and nonanalytic groups are discussed. 
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Mental Health Through Will-Training: A System of Self-Help in 
Psychotherapy as Practiced by Recovery, Incorporated. By Abraham A. 
Low, M.D., Associate Professor of Psychiatry, University of Illinois 
Medical School, Chicago. Cloth. $5. Pp. 393. The Christopher Pub- 
lishing House, 1140 Columbus Ave., Boston 20, 1950. 

Dr. Low’s book consists of a preface, a “concise outline of 
recovery self-help techniques,” and four parts covering panel 
discussions by patients with summations by the author, methods 
of “sabotage” and group psychotherapy interviews. Low boldly 
rejects the psychoanalytic doctrine, both as philosophy and as a 
technique, since he cannot subscribe to the idea that human 
conduct is motivated by unconscious drives nor can he accept 
the technique, because it is time consuming. 

The self-help technique requires that patients meet frequently 
and discuss their personal problems according to the author’s 
teachings. The two cardinal rules of that teaching are “author- 
ity” and “sabotage.” The psychiatrist contends, in this method, 
that only he can make the diagnosis and administer the therapy 
and that any patient who disagrees with him is “sabotaging” 
his efforts. The terminology employed in this therapeutic effort 
is referred to as “the recovery language” and the organization 
as Recovery, Inc. Low glowingly describes the social activities 
of his Recovery group; each meeting ends with a repast. The 
patients are encouraged to meet in their communities and to 
enjoy as much social interrelationship as possible in addition 
to the weekly lecture meetings and Saturday discussion panels. 
They are also required to read and discuss “recovery” litera- 
ture—a compilation of former discussion periods. 

The first part of the book consists of 10 chapters devoted to 
“panel discussions with extensive quotations of examples offered 
by patients.” The discussions are conducted by a panel leader 
and members of the panel board, all active or former patients, 
and are summarized by Dr. Low. Part 2 is devoted to “panel 
discussions with abbreviated quotations of examples offered by 
patients.” The word “recovery” is mentioned some 74 times 
over 112 pages. “Recovery” is here presented as the only cer- 
tain method of helping the postpsychotic and psychoneurotic 
patient provided that the patient accepts the infallibility of the 
author, who “knows, has experience and training,” and that he 
never dares question the physician’s logic or his interpretation, 
in a word, never “sabotages” him. 

Dr. Low’s method consists of 10 minute interviews with the 
patient at stated intervals over a six month period, during which 
time he is also required to attend “recovery” meetings, lectures 
and panel discussions. As one reads this part of the book, the 
author’s authoritative stature mounts to Bismarckian propor- 
tions. In fact, the entire organization of “recovery” resembles 
the super state, where the physician is the Fuehrer and the 
patients are divided into cadres or cells directed by lieutenants 
or leaders. Such an organization is based on loyalty and devo- 
tion maintained by constant extolling of the virtues of both the 
“religion”—“recovery” and its creator—Low. The fact is that 
neither the idea of authority nor the method of application is 
new. Every psychiatrist who does not practice psychoanalysis 
relies on common sense and some variation of the authoritative 
approach. 

Like most methods, “recovery” has valuable and objection- 
able features. The most disturbing feature of this technique is 
the possibility that the patient may eventually come to depend 
so much on the authority of the psychiatrist and the supportive 
role of the other patients that he will rely less and less on him- 
self until he is permanently dependent on “recovery.” This 
danger is real; it is brought out in some of the discussions and 
is inadvertently admitted by the author in his report of the 
effect of an instance of suicide by a member of “recovery”: 
“something in the nature of a demoralization swept the organi- 
zation.” Surely such dependence is not healthy, nor can patients 
be considered cured if they have to lean so heavily on this 


prop. 

Section 3 deals with the “principal methods of sabotage.” 
Low outlines nine methods by which the psychiatrist’s efforts 
may be thwarted. Section 4 is devoted to the “group psycho- 
therapy interviews” in which patients are interviewed and the 
author’s concepts of mental health through will-training are 
expounded. 

Low flatly states that “complexes, childhood memories, dream 
experiences and subconscious thoughts” are almost entirely 
eliminated in his technique in “recovery.” Instead he stresses 
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“will.” The author contends that the psychoneurotic can regain 
his mental health by will-training of his muscles. Psychotherapy 
is thus reduced to simple terms of “you will it and you will get 
it.” One of the “testimonials” cited by the author records the 
complaint of a patient who had difficulty speaking before a 
crowd. He was advised that all he had to do was to command 
the muscles of his throat to speak and they would obey. The 
author repeats again and again that the “recovery” method is the 
only authentic method of making recalcitrant muscles obey 
directions. 

In summary, the method of “recovery” is not new; its 
language is universal though unique in its application by the 
author; the claims for “recovery,” therefore, are exaggerated 
and no amount of testimonials (for that is what they are) will 
make it appear differently. “Recovery” as a self-help technique 
has its only virtue in the fact that neurotics meet to discuss 
their problems and thereby alleviate some of their symptoms. 
However, this value is mitigated by the fact that they may be- 
come too dependent on both physician and “recovery” and may 
subsequently become less self sufficient and self reliant. One 
doubts the wisdom of permitting the will of the psychiatrist to 
run roughshod over the will of his patients while, in the same 
breath, he strives to strengthen the will of the patients them- 
selves. One regrets that the author found it necessary to devote 
several pages to details of his peculiar methods of financing 
“recovery” as well as the details of his methods of office prac- 
tice, namely of seeing new patients for only 10 to 12 minutes 
at a time. One must wonder what even an experienced psychia- 
trist can accomplish in-so short an interview. 

The book is definitely not for psychiatrists, who will resent 
its tenor, its credo of infallibility, the testimonial nature of the 
panel discussions, the business detail of “recovery” and the dilu- 
tion of the scientific spirit. Nor is it addressed to the lay public, 
which will be baffled by its exaggerated claims and impossible 
goals of attainment. It can be directed only to members of 
“recovery,” who could refer to it as “The Book,” to refresh 
their memories of former discussions. 


Your Deaf Child: A Guide for Parents. By Helmer R. Myklebust, Pro- 
fessor of Audiology, Northwestern University, Evanston, Ill. With fore- 
word by Halloweli Davis, M.D. Publication number 94, American Lecture 
Series, monograph in American Lectures in Otolaryngology, edited by 
Norton Canfield, M.D., Associate Professor of Otolaryngology, Yale Uni- 
versity School of Medicine, New Haven, Connecticut. Cloth. $2.50. Pp. 
133, with illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 Broad St., 
o— England; The Ryerson Press, 299 Queen St., W., Toronto 2 B, 

From his experiences in dealing with deaf children and their 
families, Dr. Myklebust recognizes their problems. He con- 
siders the problems one by one in a manner that should be 
interesting and understandable to the average intelligent parent 
of a deaf child. He is concerned more with the social and 
educational training of the child than with the medical prob- 
lem involved, although he gives parents every encouragement 
to seek medical assistance and to follow the directions of the 
otologist. 

After two chapters dealing with the causes and types of 
deafness and some of the more general problems associated 
with deafness, he carefully considers the parents’ attitudes; the 
characteristics of a deaf child and his special needs; the ways 
of helping the child to care for himself in routine daily living; 
the ways and means that a child may use in communicating 
as well as the way the parents may communicate with the 
child, and an indication of what to expect from a child who 
is deaf or hard of hearing. The greater portion of the book is 
directed toward the parent. The appendix includes a bibli- 
ography on reading material on deafness and a directory of 
schools for the deaf and hard of hearing in the United States 
and Canada. 

This book is too elementary to be of much value to phy- 
sicians, although it would be worth while for them to read it 
to learn the phrases and the attitudes that would be helpful in 
dealing with the parents of deaf children and in order that he 
might recommend it to families with deaf and hard of hearing 
children. The many little suggestions and helps that it contains 
should make family living much easier for those who have 
taken the time to read it. | 
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Serum Sickness. By C. Frh. von Pirquet, M.D., and Bela Schick, M.D. 
Translated by Bela Schick, M.D. Cloth. $3.50. Pp. 130, with 33 charts. 


Me & Wilkins Company, Mount Royal & Guilford Aves., Baltimore 
, 1951. 


It is unusual to review a book approximately 50 years after 
it was first published. This work was originally published in 
German in 1905. There is no difference between the present 
edition and the original except for the incorporation of a short 
preface by Dr. Schick. The translation on the whole is idiomatic, 
but there are occasionally a few “germanisms” with respect to 
word order and choice of words such as “agens” and “criterium.” 

The fact that the book is being reprinted 50 years after 
its writing proves that the work is an important landmark in 
medical knowledge. The authors write at great length concern- 
ing the clinical aspects of serum sickness which they illustrate 
by numerous case reports. They explain the significance of the 
incubation period and the differences between the effect of a 
first injection and subsequent injections, these points, of course, 
being relatively new and not generally accepted hypotheses at 
the time of the original writing. 


It is a further testimony to the acumen of the writers that 

there is little in the book with which one could quarrel from 
an immunological standpoint. There are a few statements, 
e. g., “Immediately after the termination of the disease the 
organism is in the stage of free antibodies in consequence of 
which we observe the immediate reactivity and hypersensi- 
tiveness,” that might not be entirely acceptable in the light of 
present knowledge. Also the statements made on pages 88 and 
89: “Whether actually there has been a death among human 
beings due to intravenous injection of serum we do not know. 
The fatal cases of the literature (Gottstein, etc.) refer to cases 
injected for the first time. We believe that it is impossible to 
ascribe them to serum; because after subcutaneous first injec- 
tions of serum of even the largest doses we never experienced 
syncopal symptoms,” are open to question. In horse dander 
sensitive subjects who never received serum previously, fatal 
anaphylactic shock has developed on the first administration 
of serum. 
-It is difficult to determine the value of this work for the 
physician of today. It would seem that for anyone, except 
those especially interested in this subject or in acquiring copies 
of historically important medical books, this work is a poor 
investment in that it takes 121 pages to state what is expressed 
in most current medical textbooks in very few pages. 


Advances in Internal Medicine. Volume IV. Editors: William Dock, 
M.D., and I. Snapper, M.D. Associate Editors: Tinsley R. Harrison, 
M.D., Chester S. Keefer, M.D., Warfield T. Longcope, M.D., and 
J. Murray Steele, M.D. Cloth. $10. Pp. 549, with 5 illustrations. Year 
Book Publishers, Inc., 200 E. Illinois St., Chicago 11; Interscience nad 
lishers, Ltd., 2a Southampton Row, London, W.C.1, 1950. 


This volume, a collection of authoritative monographs and 
review articles by 14 authors, is designed to bring the clini- 
cian up to date on subjects of current interest in internal medi- 
cine. Recent investigative work is thoroughly reviewed and 
evaluated, and extensive bibliographies are provided. Practical 
details of therapy are included as well as valuable reference 
tables, particularly in the section on radioactive isotopes. Other 
topics covered are nitrogen mustards in neoplastic diseases, 
hepatic tests, hepatitis and cirrhosis, brucellosis, neuromuscu- 
lar disorders, the vascular physiology of hypertension, sodium 
depletion therapy (including cationic exchange resins) and the 
clinical use of anticoagulants. The material is presented in a 
readable fashion, and the volume is well indexed. It should 
serve as a valuable refresher course and reference work for 
anyone interested in these subjects. 


My Baby is Different. By Lawrence M. Shapiro, M.D. Paper. $1. Pp. 
33, with illustrations by Jerry Morgulas. Werco Press, Inc., 521 Fifth Ave., 
New York 17, 1950. 


This is a collection of humorous cartoons that has a serious 
note because of the accompanying sound advice that is found 
throughout the pages. Its lighter touch will probably be appre- 
ciated by most physicians and their patients. 
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Social Work Year Book 1951: A Description of 
Social Work and in Related Fields. Edited by Margaret B. Hodges. 
Eleventh issue. Cloth. $5. Pp. 696. American Association of Social 
Workers, 1 Park Ave., New York 16, 1951. 


Activities in 


First of these volumes to be published under the auspices 
of the American Association of Social Workers, this edition 
follows essentially the same pattern as earlier ones. It consists 
of two parts, the first containing topical articles and the second 
listings of agencies. In an appendix are data on periodicals 
referred to in the topical articles. Preceding the topical articles 
is information regarding the contributors, of which there were 
74 for a total of 73 articles. These articles cover an extremely 
wide range of subjects that are of vital interest to social 
workers, and it can be stated that no aspect of this vast topic 
has been neglected. Much of the discussion should be of 
interest to physicians, as well as social workers, administrators, 
teachers, health departments and nurses. The agencies listed in 
the second part of the volume are divided into four classifica- 
tions, international, national (governmental and voluntary) and 
Canadian. It affords a quick, easy way to identify special groups 
at virtually any level. An advantage of the volume is that there 
is no need to consult earlier editions for background material, 
since all relevant information is incorporated in the present 
edition. 


The Image and Appearance of the Human Body: Studies in the 
Constructive Energies of the Psyche. By Paul Schilder, M.D., Ph.D., 
Research Professor of Psychiatry, New York University, New York. 
Cloth. $4.50. Pp. 353. International Universities Press, Inc., 227 W. 
13th St., New York 11, 1950. 


This book attempts to explain the process by which each 
person forms in his own mind a body image and experiences 
it as a distinct unity. Material presented is based on a study 
of brain pathology and psychology, interpreted in terms of the 
contributions of Gestalt psychology and psychoanalysis. The 
book is divided into four general parts, which include the 
psychological basis, the libidinous structure and the sociology 
of the body image, and ends with a 47 page conclusion in which 
the material presented in the three sections is reiterated and 
combined. 

The author does not recognize a gap between the organic 
and the functional but emphasizes a common root of psychic 
processes with the other processes of the organism. Following 
through on the basic work of Freud, he has attempted to expand 
and develop some of the original freudian theses and, in so 
doing, to reaffirm the constructive character of psychic energies 
and forces. Several case reports are presented in which the 
author, through a discussion of the patient’s symptoms, de- 
scribes a relation between psychic disorders and distortion of 
the body image. 


A History of Medicine. Volume I: Primitive and Archaic Medicine. 
By Henry E. Sigerist, M.D., D.Litt., LL.D., Research Associate in 
History of Medicine, Yale University, New Haven. Publication no. 27, 
Historical Library, Yale Medical Library. Cloth. $8.50. Pp. 564, with 
104 illustrations. Oxford University Press, 114 Fifth Ave., New York 11, 
1951. 


This absorbing book is the first of a projected eight volume 
history of medicine designed for both the layman and the medi- 
cal profession. This comprehensive work has been undertaken 
by Dr. Sigerist, who recently resigned his position as Director 
of the Institute of History of Medicine at the Johns Hopkins 
University to devote his time exclusively to writing. Dr. Sig- 
erist’s intent is that this history, global in scope, will place 
medicine in the broad setting of general history and will indi- 
cate the role of medical sciences in determining the progress 
of mankind. This first volume serves as an introduction, the 
first portion being devoted to a discussion of the problems and 
methods of the historical approach to medicine. The remainder 
of the book deals with primitive medicine and the medicine of 
the great civilizations of ancient Egypt and Mesopotamia. The 
text is richly documented and contains bibliographic appendixes 
and an index. This volume reflects the author’s scholarship and 
wide training as a historian and as a physician, and readers 
will assuredly look forward to the publication of further 
volumes. 
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QUERIES AND MINOR NOTES 


DIET IN PREGNANCY 


To THE Eprtor:—I would like to have you explain the effects 
of an unbalanced diet on the functions of the pituitary gland, 
placenta and labor in parturient women. An explanation 
especially on a diet composed mostly or entirely of frijoles, 
chili and tortillas, made of white flour, water, salt and 
baking soda, would be appreciated. 

W. A. Jenkins, M.D., Las Cruces, N. Mex. 


ANSWER.—Generally women who eat a proper diet have 
fewer miscarriages, premature labors, stillbirths and compli- 
cations during pregnancy and labor and their babies have lower 
mortality and morbidity rates than women who do not have 
a proper diet during the period of gestation. A diet that con- 
tains the essential foods in proper amounts is associated with 
a lower incidence of anemia in pregnancy, increased re- 
sistance to infection and diminished frequency of edema in 
certain types of toxemia. However, there is considerable dif- 
ference of opinion as to what constitutes a proper diet. Further- 
more, it is not easy to evaluate the statistics on which 
conclusions are drawn concerning the effect of diet in preg- 
nancy. An excessive amount of sodium, which is found in table 
salt and baking soda, may be distinctly harmful in pregnancy. 
Thérefore, it should be curtailed as much as possible. An 
unusual amount of carbohydrates, such as is found in tortillas, 
will increase a patient’s weight but otherwise do no harm. 

In experimental animals, starvation and lack of certain nutri- 
tional elements can interfere with successful reproduction. Dif- 
ferent species react in different ways to nutritional deficiencies. 
As Warkany (Obst. & Gynec. Surv. 3:693 [Oct.] 1948) says, 
we should not take for granted that the results obtained in 
animal experiments necessarily apply to human beings. Animal 
experiments have shown that it is dangerous to make general 
positive statements about the relation of maternal nutrition to 
reproductive failure, but it is equally dangerous to make sweep- 
ing negative statements in this field. Final conclusions concern- 
ing human reproduction can be drawn only from observations 
in man. 

The average daily diet for a pregnant woman should contain 
the following foods: 40 ounces of milk, 1 ounce of cheese, 1 
egg, butter, meat, two servings of vegetables besides potatoes, 
1 orange, 2 grapefruit or 5 ounces of tomatoes, % cup of 
cereal, bread in the form of whole grain, 2 teaspoons of cod 
liver oil or the equivalent in concentrate, iodized salt and me- 
dicinal iron, if necessary. 


DIVERTICULOSIS 


To THE Epitor:—Please outline management of early diverticu- 
losis of the sigmoid with hypotonic colon, especially as to 


diet and drugs. M.D., West Virginia. 


ANSWER.—Diverticulosis of the large intestine is of no par- 
ticular clinical importance. It is generally considered as a change 
that occurs during the aging process. Many persons develop 
diverticulosis as they become older. It is doubtful that anyone 
ever has symptoms as a result of the development of diverticula. 
However, once the diverticula have developed, a superimposed 
diverticulitis becomes a possibility. The incidence of this is 
not great. If one anticipates treating the condition in the hope 
of preventing the diverticulitis, then the patient should be 
informed of the importance of regular bowel movements. Diar- 
rhea and constipation should both be avoided, since they might 
be the basis of irritation. Thus, a bland anticonstipation diet is 
the one usually indicated. The patient should drink adequate 
amounts of fluids. No particular medication is needed. 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 


ANT ANTIGEN 


To THE Epiror:—A small girl hus severe general angioneurotic 
edema every time she has an ant bite. Is there an extract 
of ants available which could be used to desensitize this child? 
Could you give me the name of a pharmaceutical house that 
makes such an allergen? 


Alan L. Hays, M.D., Odessa, Texas. 


ANSWER.—Laboratories that offer an extract of ants could 
not be located. However, several well known houses offer either 
the crude dried powder or the extracts of related insects, such 
as bees, wasps, butterflies and moths. Among these are Arling- 
ton Chemical Company, Yonkers, N. Y.; C. G. Blatt Company, 
10810 East 25th Street, Independence, Mo.; Lederle Labora- 
tories, 30 Rockefeller Plaza, New York, and Stemen Labora- 
tories, 1205 N. E. 18th Street, Oklahoma City. It is possible 
that one or more of these laboratories has also an available 
supply of ant extract. There is some relation between ant and 
bee protein, so that when a patient is allergic to one, he is fre- 
quently allergic to the other. It is possible, therefore, that bee 
extract might be used in desensitization in this case. It should 
be added that insect allergens are extremely potent and extra 
caution must be exercised in the -desensitizing process. 


DYSLEXIA 


To THE Epiror:—Is there any specific visual help for a left 
eyed, left handed, left footed child 8 years of age who is not 
learning to read? Intelligence is high; 1.0. 120. No other 
handicaps, physical or emotional, are evident. 


M.D., California. 


ANSWER.—Dyslexia is characterized by an inability to learn 
to read properly even though the intelligence may be normal 
or superior, as in the c.se mentioned. Dyslexia is the resultant 
of all abnormal factors that interfere with learning to read. 
These factors are functional, observable, preventable and cor- 
rectable, in contradistinction to alexia. There are no specific 
aids, visual or otherwise, that the medical profession should 
offer in the treatment of dyslexia without having first examined 
the personality of the child from every point of view. This 
requires a complete history from every aspect, including physi- 
cal and emotional appraisals, social investigations, educational 
achievements, including special abilities or disabilities, and 
habits of work and play. Special attention should be paid to 
the senses and equipment primarily concerned with reading 
disabilities, such as ocular, auditory and vocal functions. 

All other avenues should be explored before left eyed, left 
handed or left footed functions are accepted as primary causes 
in dyslexia. The number of investigations dealing with the 
controversial question of eye and hand dominance has been | 
considerably smaller during the last five years than the preced- 
ing 10 years. Although the results are still somewhat conflict- 
ing, the evidence points to the conclusion that handedness is 
not significantly related to reading ability but that mixed eye- 
hand dominance is probably present in some cases of reading 
disability. 


CONGENITAL NYSTAGMUS 
To THe Epitor:—/ would appreciate advice regarding any 
recently developed treatment for congenital mixed astigma- 
tism and nystagmus with asthenopic symptoms in an adult. 
Jerome Kogan, M.D., Stamford, N. Y. 


ANSWER.—There has been no treatment for congenital 
mixed astigmatism and nystagmus recently developed. The 
standard treatment is a careful refraction with the correction 
of the refractive error. This is difficult to do because of the 
nystagmus, but it is possible. So far as is known, nothing is 
available for the treatment of congenital nystagmus. 
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MOTION SICKNESS 


To THE Eprror:—!/ have always been oubthets to motion sickness. 
Most distressing are the after-effects, for only nausea and vom- 
iting occur during air travel. The bothersome symptoms are, 
first, general malaise and chilliness, lasting three or four days; 
second, lack of any interest in activities and inability to con- 
centrate, and third, some weight loss (up to 8 lb. [4 Kg.] for 
one trip to Honolulu, 22 hours of flying) though no meals 
are omitted. Dimenhydrinate (dramamine®) had no effect 
in a dose of 100 mg. taken before the start of the trip and 
100 mg. four times during the day of travel. 


Charlotte L. Meller, M.D., Hastings, Minn. 


ANSWER.—Since dimenhydrinate had no effect, scopolamine 
and scopolamine derivatives might be tried. As a preventive of 
motion sickness scopolamine aminoxide hydrobromide (scopo- 
dex,® Lobica-Debruille) has been effective in many cases. The 
only side effect of this hyoscine derivative is a mild dryness of 
the mouth. Other helpful measures would include getting 
aboard after a good rest or night’s sleep, seating oneself 
amidship between the wings, with the seat tilted back in the 
semirecumbent position and either closing the eyes or fixing them 
on an object within the plane and not permitting them to fol- 
low and roll with the horizon, and elimination of any alcoholic 
beverages or dietary excesses prior to plane departure or during 
the flight. Throughout the flight fluids and foods should be 
taken only in small amounts. 

Hypersensitivity to mild anoxia (oxygen want) may be causa- 
tive. If so, one might ward off entirely or prevent a repetition 
of the nausea and vomiting aloft by requesting that the steward- 
ess administer oxygen for 10 minutes every half-hour or even 
throughout the entire flight if the mask does not cause 
discomfort. 

Investigators who have been conducting research on motion 
sickness on human subjects have also observed the rather pro- 
longed residual symptoms following bouts of motion sickness. 
Measures that have been effective in combating these residual 
symptoms include (a) inhalation of 100 per cent oxygen for 10 
minutes immediately on landing, after an episode of motion 
sickness, (b) a full meal to be eaten as soon after flight as pos- 
sible, (c) amphetamine sulfate during the 12 hour period fol- 
lowing the flight in doses of 0.005 to 0.015 Gm. every four 
hours for three doses and (d) large doses of vitamin B complex 
during the 24-hour period following a bout of motion sickness. 


PERSISTENT CERVICAL DISCHARGE 

To THE Epiror:—A 28 year old mother of two children, ages 
2 and 8, complains of profuse vaginal discharge, first noticed 
at the age of 12. Menstrual periods are regular and normal. 
Vaginal examination disclosed no abnormalities except for 
cervical discharge, which is thin and yellowish. The uterus, 
tubes and ovaries seem normal. Smears are negative for 
Trichomonas and intracellular cocci. Penicillin, sulfonamides 
and the other usual medicaments have been given. The dis- 
charge is becoming foul. Two pregnancies have been normal, 
with recurrence of discharge following the delivery. Cervical 
cauterization is not indicated, because of the clean cervix. 
Would dilatatian and curettage be indicated? 


George A. Held, M.D., Jasper, Ind. 


ANSWER.—Dilatation and curettage is certainly not indicated 
for vaginal or cervical discharge, but dilatation alone sometimes 
helps. Despite the fact that the cervix is clean looking, the 
statement is made that the discharge comes from the cervix. 
One means of overcoming such a discharge from the cervical 
canal is electric cauterization of the cervical canal with a nasal 
tip cautery. However, one must be very careful not to cut 
deeply and certainly not to extend the cautery tip up to the 
internal os. Simpler procedures, which should be tried first, are 
(1) the administration of diethylstilbestrol, 1 mg. orally every 
night for the first 20 nights of the menstrual cycle, repeated for 
three months, (2) a sulfonamide preparation, 1 Gm. daily for 
10 days, (3) penicillin injection, 300,000 units in oily suspen- 
sion, and (4) aureomycin, one 250 mg. capsule in the vagina 
every night for eight nights. 
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SUBSTITUTES FOR BARBITURATES 


To THE Epiror:—/ would appreciate suggestions for sedation 
in pediatric practice when phenobarbital has proved ineffec- 
tive, along with recommended dosages. M.D., California. 


ANSWER.—Sodium bromide, by mouth, could be used as an 
appropriate substitute for phenobarbital and the barbiturates 
when sedation is indicated in children. Chloral hydrate, by 
rectum, in double dosage, may be used when quicker action 
than that obtained from the bromides is desired. Carbromal 

lacetylurea) is a newer sedative. The milder deriva- 
tives of opium, such as camphorated opium tincture (paregoric) 
in proper dosage, may be used for its sedative action. The 
salicylates, as well as acetophenetidin and acetanilid, have some 
sedative action besides being antipyretic. 

Recommended dosage for oral administration may be calcu- 
lated by Young’s rule. His method is to divide the age (in 
years) of the patient by the age plus 12, the resulting fraction 
giving the size of the dose for the child as compared with 
that for the adult. Clarke divides the weight (in pounds) of 
the patient by 150 (being the average weight of the adult) and 
the resulting fraction is his guide for the dose to be given. 
These methods do not take into consideration both the size and 
the age of the patient, and, as all children vary in these two 
factors, DeBuys (Prophylaxis and Treatment, in Abt, I. A.: 
Pediatrics, Philadelphia, W. B. Saunders Company, 1923, vol. 
2, chap. 17, pp. 314-315) employs the ordinary calculation of 
Young but modifies the latter’s rule by using the age to which 
the patient’s weight corresponds as the numerator and that 
age plus 12 as the denominator to determine the fraction of 
the adult dose to be prescribed. Oné twelfth of the dose at one 
year is given for each month of life during the first year. 


TESTS FOR BLOOD SERUM PROTEINS 
To THE Eprror:—What test is mostly used for blood serum 
proteins? W. G. Saunders, M.D., Jackson, Tenn. 


ANSWER.—When only the total blood serum protein determi- 
nation is required, the Kagen falling drop method, based on 
specific gravity, is the procedure of choice. The technical details 
are described in the literature accompanying the apparatus, 
which may be secured from any standard equipment supply 
house 


When the albumin-globulin ratio is desired in addition to 
the total blood serum protein, the Kingsley Biuret quantitative 
determination as outlined in Todd and Sanford’s “Clinical Diag- 
nosis by Laboratory Methods” (ed. 11, Philadelphia, W. B. 
Saunders Company, 1948, p. 369) is satisfactory. This method 
may be carried out as a clinical laboratory procedure by the 
average registered medical technologist and is accurate up to 
11 Gm. of serum protein per 100 cc. of serum. This procedure 
requires only 0.1 cc. of blood serum for the total blood determi- 
nation. Either visual or photoelectric colorimetry may be used 
for the readings. 

An equally satisfactory, though not so frequently employed, 
method for total quantitative serum protein determinations 
together with the albumin-globulin ratio is the Greenberg tyro- 
sine method. The technical details are outlined in Kolmer and 
Boerner’s “Approved Laboratory Technic” (ed. 4, New York, 
Appleton-Century-Crofts, 1945, p. 834). 


IMMUNE GLOBULIN AND MEASLES 
To THE Eprror:—/ would appreciate information on the value 
of immune globulin for (1) reduction of fever when given 
during measles and (2) prevention of complications of measles 
when given during the course of the disease. 
N. H. Cooper, M.D., Kay County, Okla. 


ANSWER.—1. There is no evidence that immune globulin, 
when given after measles has fully erupted, plays any part 
in the reduction of fever. As a rule, in uncomplicated cases, 
the temperature begins to decline after the complete appear- 
ance of the rash. 

2. Immune globulin prescribed during the course of measles 
seems to be without value for the prevention or treatment 
of complications. 
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1110 QUERIES AND MINOR NOTES 


NIGHT SWEATS 


To tHE Eprror:—A male patient, age 65, enjoyed excellent 
health until one year ago, when he began to have night sweats 
once every one or two weeks. There was no known elevation 
of temperature. A cold developed recently and then lobar 
pneumonia, which responded to treatment with penicillin. 
The blood picture and the roentgenogram of the lungs re- 
turned to normal. During all of this illness—a period of 
three weeks—the night sweats occurred each night, peculiarly 
about 3 a. m., and more severe. During the two weeks since 
the patient’s recovery from pneumonia, the sweats have con- 
tinued to recur. Medication causing diaphoresis is ruled out. 
Roentgenograms and sputum cultures do not show tuber- 
culosis. Two weekly agglutination titers for brucellosis, as 
well as agglutination tests for typhoid, paratyphoid and tula- 
remia and the Weil-Felix reaction, were negative. There is no 
weight loss, and the patient feels well except for the nightly 


sweats. M.D., Kansas. 


ANSWER.—Frequently the cause of night sweats in a given 
case cannot be determined. Certainly in this case, although 
there is no evidence of thyrotoxicosis, the basal metabolic rate 
should be determined. Pheochromocytoma may be a causative 
factor. There are certain instances of night sweats in which 
lesions in the thalamic region of the brain are thought to be 
responsible factors. More often, however, night sweats may be 
the result of an autonomic imbalance, based at times on an 
emotional instability. 


MILD HEPATITIS AND ANTIHISTAMINICS 

To THE Epitor:—A man aged 44 has mild hepatitis with slight 
jaundice and hepatomegaly, and results of liver function 
tests are typical. There is increased icterus index, cephalin 
flocculation and thymol turbidity. He is afebrile and without 
pain. There is no evidence of an obstructive lesion. He has 
had no known exposure to acute infectious hepatitis or any 
blood serum plasma. He has regularly taken usual thera- 
peutic doses of chlorocyclizine hydrochloride (perazil) and 
thonzylamine (neohetramine®) hydrochloride. Have there 
been any reports of toxic hepatitis following the use of anti- 


histaminics? M.D., Arizona. 


ANSWER.—So far as is known there is no record of any 
hepatic injury from the use of antihistaminic drugs. They have 
been used so widely in recent years that it seems almost certain 
that hepatic injury from their use would have been detected 
long since. However, the development of jaundice following 
the use of methyl testosterone has only recently been observed, 
in spite of the fact that this drug has also been employed for 
a long period of time. It would seem wise to have the patient 
stop use of all drugs he is now using, and if his jaundice 
persists further studies, including a needle biopsy of the liver, 
should be done. 


ASTHMA 


To THE Epiror:—/ have been asked several times regarding 
the cure of asthma by suturing a piece of placental mem- 
brane under the skin. I have seen no reference to it, and 1 
wondered whether it was another of those things that seize 
the popular mind without any basis in fact. Can you help 


me out? Gordon Calder, M.D., London, Ontario. 


ANSWER.—The treatment alluded to may have its origin in 
one of two possible ways. It has been claimed that the placenta 
produces large amounts of histaminase (Anrep, Barsoum and 
Ibrahim: J. Physiol. 106:379, 1947). It could be imagined that 
the liberation of the histaminase might destroy the histamine 
producing the asthmatic symptoms. Since histaminase injections 
have proved ineffective in asthma, this basis for treatment is 
dubious. The second possible reason for the use of such a 
method is that the absorption of any destroyed tissue (such 
as in surgery, abscess and infection) may produce a nonspecific 
effect, which results in relief of allergic symptoms. If non- 
specific treatment is to be used, forms other than those sug- 
gested in the inquiry are preferable. 


J.A.M.A., April 7, 1951 


IRRITABILITY IN CHILDREN 


To THE Epiror:—Three children developed uncontrollable agi- 
tation during the administration of a triple sulfonamide 
liquid. The dose was less than 1 grain per pound of body 
weight. The children became irritable, slept in short inter- 
vals, tossed back and forth in bed and could not be pacified. 
On one occasion, a 20 month old infant hurled himself over 
the side of the crib and obtained scarcely any benefit from 
the later administration of pentobarbital sodium. Twenty- 
four to 48 hours after the drug was discontinued, their 
behavior became normal. In two children, no other drugs 
were used during the illness except small amounts of aspirin; 
the third child, aged 16%2 months, received prophenpyri- 
damine, one teaspoonful three times daily. I have never 
previously observed this change from sulfadiazine alone. 


M.D., California. 


ANSWER.—It is unlikely that the irritability manifested by 
these children can in any way be attributed to the combined 
sulfonamide drug that was administered. The symptoms 
described are frequently observed during an acute infectious 
disease in children and may be properly attributed to the dis- 
ease itself rather than to the medication employed. The fact 
that the children’s behavior became normal within 24 to 48 
hours after the drug was discontinued was probably due to 
recovery from the underlying disease condition. 


ALLERGY AND TOOTH DECAY 


To THE Epitror:—Do you have any information on the subject 
of “allergy causing cavities in the teeth?” 


M.D., Pennsylvania. 


ANSWER.—The possible basis for “allergy causing cavities 
in the teeth” may rest on two different types of claims. It has 
been proposed that gingivitis and pyorrhea may be caused by 
food allergy (Healy, J. C.; Daley, F. H., and Sweet, M. H..: 
Medical Aspects of Periodontoclasia and Gingivitis, J. Lab. & 
Clin. Med. 21:698, 1936; Oliveira Lima, A.; Medeiros, G., and 
Goulart, L. B.: Allergy as a Cause of Pyorrhea, Brasil-med. 
$4:536, 1940). Among the growth changes attributed to allergy 
are improper bony development, bone scorings and deminerali- 
zation of bone (Cohen, M. B., and Friedmar, S.: Scorings in 
the Long Bones as a Guide in the Management of Food Allergy 
in Children, J. Allergy 9:54, 1937). Presumably such deminerali- 
zation might affect the tooth structure. On the other hand, 
others have found that bone scorings occur as frequently in 
nonallergic as in allergic children (Chobot, R., and Merrill, 
E. F.: Bone Scorings in Normal and Allergic Children, J. 
Allergy 8:588, 1937). On the whole, there is little justification 
for the belief that allergy is responsible for cavities in teeth. 


DIATHERMY FOR ABSCESSED TEETH 

To tHE Epiror:—On page 1046 of THE JouRNAL of Nov. 18, 
1950, there is an item under “Queries and Minor Notes” on 
“Diathermy for Abscessed Teeth.” We object to the second 
paragraph of the answer: 

“Blindness has been produced in animals (dogs and mon- 

keys) by the use of excessive diathermy to the eyes. The 
radiation results in lenticular opacities. The present situation 
is reported by the patient long after the therapy, and other 
factors may have been involved.” 
- As far as we know such lenticular opacities have occurred 
only in the application of microwaves and not from the use 
of the longer wavelengths in the more conventional short- 
wave equipment. It is true that such an untoward effect has 
been reported from microwaves and substantiated by other 
instances in research work, but it has never come to our 
attention that such an effect has resulted from conventional 
short-wave diathermy. 

Microwaves are different in many ways from conventional 
diathermy. It is only fair, when such a statement is made in 
THE JOURNAL, that it be pointed out that only one type of 
unit has such an undesirable effect. 

E. L. Dorr, Manager, X-Ray & Physical 
Therapy Division, A. S. Aloe Company, 
Olive at Nineteenth, St. Louis 3. 
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